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Reports on the language of emotion suggest that one group's concept of depression may 
differ from another group's. Many non-Western groups do not appear to have emotional 
terms equivalent to the English word `depression'. Hence, applying categories that were 
developed for a particular culture to members of another culture (or mixing elements 
from different realms), on the incorrect assumption that they are like in kind, will cause 
a category fallacy. Until recently, psychiatrists in Dubai used the Western 
symptomatologies of depression, since insufficient data existed to indicate whether the 
same depressive symptoms are present in the native population in Dubai. 
In the present project, an attempt was made to respond to the needs highlighted by 
reviews of cross-cultural studies. This dissertation reports an exploratory investigation 
of depression in women in Dubai. The main aims of the study were: (a) to investigate 
depression in women in Dubai, and to explore its association with socio-demographic 
variables such as age and marital, educational, occupational, and socio-economic status; 
(b) to assess the symptom profile of depression in this population; (c) to explore the 
concept of depression among the native people of Dubai through the vocabularies used 
by them to express feelings of sadness or depression; (d) to explore the coping strategies 
that women in Dubai use to deal with depression; and (e) to develop an instrument for 
measuring depression in the indigenous language of Dubai (Arabic) using emic models 
of understanding. 
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Four inter-related studies were carried out. The first was a pilot investigation, in a clinical 
population, of symptoms of depression and their association with socio-demographic 
variables. Fifty-six native female patients were interviewed at Rashid Hospital in Dubai. 
The results showed that whenever level of education or socio-economic status are low, 
severer depressive symptoms appear. The study also showed that patients in Dubai tend 
to score higher on the somatic symptoms of depression than on the psychological 
symptoms. The second study investigated symptoms of depression, and strategies used 
for coping with depression, in a community sample of 100 native females randomly 
selected from the community, or selected by a snowball technique. Results showed that 
severer forms of depression appear in housewives and in low-income groups, and that the 
major components of depression in this sample are sadness, dissatisfaction, 
self-accusation, irritability, and fatigability. The study of strategies for coping with 
depression showed that those preferred by women in Dubai are domestic work, religious 
behaviour, and self-care activities. 
The third study explored the concepts of depression, and the words and expressions 
denoting depressed mood. A community sample of 20 native males and 20 native females 
was recruited for four focus group sessions; a further 100 native males and 100 native 
females were selected, also from the community, to list the expressions that they use for 
their feelings. The results of this study led to a checklist of indigenous Arabic words used 
in Dubai to express depressed feelings. 
In the fourth study, this new checklist was piloted with a clinical and community sample, 
using a standardized and well-established instrument as a comparison. Fifteen native 
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female patients were interviewed at Rashid Hospital, and 100 native females were 
selected from the community. The results showed that the new instrument was sensitive 
as a measure of depressive symptoms among the clinical and community samples and 
was easily understood by subjects. 
Our findings show that native expressions of depression exist in Dubai; mental health 
professionals should be encouraged to use them. 
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1.1. General introduction 
The discovery of oil in the United Arab Emirates (UAE) turned a traditional society into 
a very wealthy one in less than a generation. These developments have exposed the 
people to the influence of many nationalities, and to modern Western culture in 
particular. 
New patterns of life in response to the rapid socioe-conomic developments have begun 
to change and disrupt the traditional support systems in the society of the UAE. The 
impact of the changes on the population has been very strong, and they have not had 
adequate time to fully absorb and evaluate its consequences. Thus there are culture 
conflicts, and value conflicts. 
The changes are still proceeding apace and the results of such rapid and extensive change 
include the disorganization of society and a disruption of customs, communication, 
authority systems, traditional ways of co-operation and shared values, such that serious 
moral and other problems emerge (Ghubash, 1992). 
The negative factors of this development phase have social aspects which are related 
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directly to women's lives. For instance, family ties have become weakened; polygamy 
and divorce are becoming increasingly significant social problems, and have created a 
large number of single-parent families, which now comprise 10% of all families. 
Furthermore, men are more often marrying women from different nationalities and 
cultures, and the numbers of older men marrying younger women have increased (see 
Chapter 3). 
Nevertheless, many positive factors have also influenced women in the UAE during this 
development phase, beginning with equal educational and social opportunities. Women 
are becoming recognized as independent personalities as they assume roles outside the 
family and contribute to their society. Their position within the family is correspondingly 
elevated (Soffan, 1986). 
It is interesting also to note that women in the UAE constitute less than 32% of the entire 
population. The male-to-female birth ratio is 103: 100, which approximates to that found 
in other countries. Female adult literacy is currently two-thirds that of the male 
population; and the number of women in the work-force is 3.3% of the total (Ghubash, 
1992). However, prospects for higher levels of participation in the labour force are clear, 
even though female levels of representation are still low (Soffan, 1986). 
Overall, there are many studies that suggest that social change, stressful life events and 
women's position in society create vulnerability to psychological and psychiatric 
disorders (e. g., Bebbington, 1978; Kleinman & Good, 1985; Ghubash, 1992); depression 
is the most common of these (see Chapter 3, section 3.6). 
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A large number of studies of mental illness focus on empirical descriptions, but there are 
few cross-cultural comparisons. During the past two decades, there has been considerable 
research interest in cross-cultural variations in the epidemiology of depression. However, 
owing to limitations in currently available research methods and other reasons, we still 
know little about the nature and prevalence of depression across cultures (Marsella, 
1987). There are strong theoretical reasons to believe that both the level and 
manifestation of depression vary significantly across cultures (Kleinman, 1985,1986; 
Marsella, 1987) (see Chapter 2). 
1.2. Anthropological Factors 
Kleinman (1987) has noted that for ethnographical comparisons, anthropology is 
essentially a field of detailed, intensive, single-culture studies in which comparisons are 
made by a review of the literature on other cultures rather than by controlled 
cross-cultural comparisons. He also stated that anthropological research points to the 
importance of studies of mental illness in one culture in deepening our understanding of 
cultural differences. 
The application of categories developed for a particular cultural group to members of 
another culture will produce a category fallacy. Kleinman (1987) has stated that to avoid 
category fallacies, cross-cultural research must be grounded in the local ethnographic 
context _that 
is, he advocates the emic approach. 
Fetterman (1989) has stated that it is important for researchers using an ethnographic 
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approach to start collecting data from the emic perspective, then try to make sense of 
what we have collected in terms of both the native's view and our own scientific analysis. 
Just as thorough fieldwork requires an insightful and sensitive cultural interpretation 
combined with rigorous data collection techniques, so good ethnography requires both 
emic and etic perspectives (see Chapter 2, section 2.3.2). 
1.3. Studies in Dubai 
Overall, many studies have examined whether levels of psychological distress are higher 
in some cultural settings than in others (Zung, 1977, cf. Krause & Liang, 1992). Other 
studies have concerned the potential differences in the way symptoms of distress are 
manifested in diverse cultural settings (Marsella, 1987, cf. Krause & Liang, 1992). 
Although researchers have identified potentially important cross-cultural variations in 
both the prevalence and presentation of symptoms of psychological distress in different 
societies, until recently there have been no quantitative data in the UAE to indicate 
whether significant depressive symptomatology is present in the native female population 
_and, 
if it is, what its nature is and whether it manifests itself differently from depression 
in women from other cultures. 
It proved especially difficult to find empirical studies on the prevalence of depressive 
symptoms among women in Dubai. In fact, only two studies in English could be 
identified on this topic. The first (Ghubash, 1992) fortunately focused on the morbidity 
of mental illness among women in Dubai and provided data for depression in women. It 
indicated that depression is the most common mental disorder in women in Dubai (13% 
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of the sample). 
The second study (Ghareeb, 1992) examined the nature of adolescent depression in the 
UAE, and indicated that the adolescent distribution seems to depart from normality 
towards low levels of depression; no age differences were found in this population, but 
a gender difference in depression was apparent. Adolescent girls have higher depression 
scores than adolescent boys, and the male-to-female ratio of depressed subjects is 
approximately 2: 3. This result agrees with many previous studies which have indicated 
that the rate of depression among women in most societies is approximately twice the rate 
among men (e. g., Myers & Weissman, 1976, cf. Brodsky & Hare-Mustin, 1980; 
Weissman & Klerman, 1977, cf. Brodsky & Hare-Mustin, 1980; Kleinman, 1986; Hill, 
Murray, & Thorley, 1989; Ashurst & Hall, 1991; MIND, 1992; Andrew, Hawton, Fagg, 
et al., 1993). 
Some of these studies suggest that certain circumstances and women's position in society 
create vulnerability to depression (MIND, 1992). Others have investigated socio- 
demographic variables, stressful life events and insufficient social support as factors 
which contribute to this higher incidence of depression among women (e. g., Bebbington, 
1978; Weissman, Myers, & Thompson, 1981; Kleinman & Good, 1985; Mahatme, 
Dhavale, & Patkar, 1989; Avasthi, Khan, & Elroey, 1991; Olfson & Klerman, 1992; 
Lehtinen & Joukamaa, 1994; Paykel, 1994). Stoppard (1989) and Moretti & 
Meichenbaum (1989) (cf. Dion & Giordano, 1990) have pointed to societal 
discrimination and the disadvantaged socio-economic status of women in society as 
perhaps the key factors underlying the development of learned helplessness and the 
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greater proneness of women than men to depression. 
Depression is the most common mental disorder (e. g., Lehtinen & Joukamaa, 1994; 
Nakane, Ohta, Radford, et al., 1991; Carta, Carpiniello, Morosini, et al., 1991; Weissman 
Myers, & Thopson, 1981; Ghubash, 1992; Fuhrer, Antonucci, Gagnon, et al., 1992; 
Gupta, Singh, Verma, et al., 1991) (see Chapter 2, section 2.2.3). Interest in depression 
stems not only from this high prevalence but also from the problems in its treatment. 
The UAE, and especially Dubai, is a multicultural nation in which customs, habits and 
social structure vary markedly for people of different racial and ethnic groups. Hence, it 
is important to have quantitative data about the prevalence of depression among women 
in Dubai and the nature of its symptoms in different ethnic groups, and about the cultural 
and social factors that affect presentation, symptoms, the account of their illness that 
sufferers give to the psychiatrist and their subsequent response to treatment (see Chapter 
5). 
As mentioned above, socio-cultural change in UAE society has been rapid and 
comprehensive. This change was not planned, but spontaneous and largely haphazard. 
The process of change that took two centuries in Western societies took only twenty years 
in the UAE. Such changes seem to have shaken the infrastructure of society, societal 
norms and traditions, and may be manifested in an increase in psychological distress. 
Ghubash (1992) has observed that in the UAE there is a possible age and gender 
divergence in relation to social change, with younger women welcoming the possibilities 
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offered by the social and economic changes, especially the images offered by the mass 
media, while older women and men may look back fondly on traditional ways. 
Although there is some evidence regarding the prevalence of depression among women 
in Dubai, there have been insufficient data about its symptoms among the women of this 
culture, their concept of depression and how they cope with it. It may be postulated that 
an exploratory investigation into the symptoms of depression among depressed patients 
is an essential precursor for further investigations about symptoms, concept and coping 
strategies among subjects in the community. 
1.4. Direction of The Present Study 
The present study adopted the step-by-step model as the superordinate model which 
allowed for answering most of the research questions. Theoretically, investigators of such 
topics must specify, and then operationalize, a number of characteristics of each topic. 
The decisions are further determined by limitations of time and resources. In practical 
terms, the researcher has to make a choice between either testing hypotheses with 
statistically large samples and so having to limit the study to perhaps one topic and using 
short and easily administered methodological techniques in an essentially cross-sectional 
study, or testing all the topics of interest at the expense of sample size, but with the 
option of using a longitudinal research design and more time-consuming assessment 
procedures. The present study opted for the second of these choices. This decision was 
governed by several considerations, both theoretical and methodological. 
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The primary aim was to investigate depressive symptoms among women in Dubai, and 
to explore the association of depression with several socio-demographic variables. It was 
postulated that the clinical symptoms of depression among these women to be revealed 
first; the intent was therefore to explore these symptoms among those who were 
considered to be clinically depressed. Because of limitations on time, the lengthy 
prospective research required for this type of scientific enquiry was beyond the scope of 
the present study. The focus, then, was on exploring these symptoms among the patients 
who were available during the research period (see Chapter 5, section 5.4.1). 
The second step of the study was to identify the symptom profile of depression and the 
coping strategies used by women from the community. Again, in line with the research 
recommendations to date, a decision was made to use only a healthy community sample 
with no history of physical or mental illness. It should also be noted that, in the light of 
the cultural focus of the present study, an effort was made to select only those women 
who were from Dubai. Again, though, this limited the numbers of individuals suitable for 
inclusion in the study. The selection procedures are described in detail in Chapter 5 (see 
section 5.4.2). 
The second aim of the study was to explore the concept of depression among the native 
people of Dubai through the language and vocabularies used to express feelings of 
sadness and depression. Subjects therefore had to be native and speak fluent Arabic, 
which further limited the sample size. It was considered necessary to choose only native 
people because the quantity and quality of verbal expressions related to the concept of 
depression would be expected to differ substantially from one culture to another. Details 
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on this procedure are given in Chapter 4 (see section 4.4.3). 
A checklist of depressive words generated from the above procedure was then used as a 
self-report instrument for measuring depressive symptoms. Section 5.4.4 in Chapter 5 details 
the findings relating to the reliability and validity of this instrument, and describes how it was 
constructed. Sensitivity and specificity across the different types of subject (depressed 
patients and community samples) are reported and compared with another instrument, the 
Beck Depression Inventory (BDI). 
The present study explores the possibility that there are established local idioms for 
depression in Dubai and that these could be used for assessing depression among native 
people. It revealed also that there are many metaphorical meanings in each language which 
would not be tapped by standard research instruments or translating practices, yet which are 





The present study takes its inspiration from several areas of psychology. This chapter 
consists of a review of the literature in those areas within the context of depression. Section 
2.2 deals with depression: its definition, classification, diagnosis, and epidemiology, and 
aetiological theories of depression. Section 2.3 focuses on culture and its influences on 
mental health, emotions, and the concept of depression. Finally, section 2.4 investigates the 
existence of coping styles peculiar to depressed individuals. 
2.2. Depression 
2.2.1. Definition of Depression 
Etymologically, depression is from the Latin depressus (past participle of deprimere - 
to 
press or weight down). It is also a place or site pressed down or sunken below a surrounding 
surface, or the condition characterizing it. It is a lowering in quality, vigour, or amount; the 
state of being lowered or reduced in force, activity, intensity, etc. (Gove, 1961; Churchill, 
1990; Simpson & Weiner, 1991). The term depression is also used in economics to denote 
a major downswing in the business cycle. 
32 
Depression as an illness has been known and described unmistakably from at least the time 
of Hippocrates (the fourth century BC); he called it `melancholia'. The Encyclopaedia 
Britannica (1973) defined depression in psychiatry as not an illness, following no regular 
course and having no particular or specific outcome. It may be fleeting or permanent, mild 
or severe, acute or chronic. There is no clear line of distinction between normal and abnormal 
in depression; its intensity determines whether a depression is pathological. It is a type of 
emotional reaction with distinctive characteristics; the roots of these characteristics exist in 
everyone. Depression nevertheless has specific characteristics which distinguish it from all 
other emotional states. It represents a whole class of disorders whose chief features are a 
reaction to a sense of loss. The reaction is typified by an emotional or psychic state which is 
expressed by a loss of interest in the world outside the self, loss of activity, loss of capacity 
to love, and loss of feeling of self-regard to a point that finds expression in self-reproach and 
self-reviling; the reaction may culminate, in extreme instances, in a delusional expectation 
of punishment and in suicidal impulses. 
Indeed, descriptions and discussions of depression are presented from classical times through 
the Middle Ages and into modern times. According to Magill, Rodriguez, and Turner (1996), 
the first comprehensive description of depression in English was provided by Timothy Bright 
(Treatise of Melancholia, 1586). In 1624, Robert Burton provided his own major work on 
depression (The Anatomy of Melancholy). Most of the credit for developing the modern 
understanding of affective disorders, however, is given to Emil Kraepelin. It was in 
Kraepelin's system that the term `depression' first assumed importance. 
Since classical times, there have been debate and controversy over whether depression is best 
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considered an illness or a response to an unhappy situation. Indeed, it is obvious to the most 
casual observer that sadness is a normal response to unhappy events. Even now, there is less 
than complete agreement on when fluctuations in mood should be considered pathological 
and when they are within normal limits. To help resolve this problem, diagnostic criteria have 
been developed, and structured interviews are often used to determine whether a particular 
individual should be considered depressed (Magill, Rodriguez, and Turner, 1996). 
2.2.2. Classification and Diagnosis of Depression 
As mentioned earlier, Kraepelin (1904) was the first to isolate the cluster of symptoms later 
referred to as depression in the context of `manic-depressive illness'. He presented the view 
that the underlying (biological) cause of both depression and mania was one and the same. 
Through the years, a number of competing classification systems of depression based on the 
theoretical predilections and orientations of theorists and clinicians have evolved. These 
systems emphasize unitary, dualistic or pluralistic classification and diagnostic assumptions. 
The unitary approach claims that there is basically one type of depression that varies in terms 
of severity. Within this framework, depression can be classified as mild, moderate, or severe. 
This viewpoint enjoys only limited popularity (Corsini, 1994). 
The dualistic approach assumes that there are two types of depression: those that have clear 
psychological aetiologies, short-term courses, and relatively benign outcomes; and those 
with biological aetiologies, long-term courses, and relatively poor outcomes. Among the 
dualistic patterns are reactive versus autonomous, neurotic versus psychotic, exogenous 
versus endogenous, and justified versus somatic depressions (Corsini, 1994). 
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Pluralistic systems of classification include many types of depressive disorder. The American 
Psychiatric Association and the Mental Health Programme of the World Health Organization 
(WHO) have both supported a pluralistic view of depressive disorders. Over the course of 
several decades, these two organizations engaged in programmes aiming to improve the 
diagnosis and classification of mental disorders. These efforts have led to the various 
improved editions of the Diagnostic and Statistical Manual of Mental Disorders (DSM) and 
the International Classification of Diseases (ICD). The tenth revision of the International 
Statistical Classification of Diseases and Related Health Problems (ICD-10), developed by 
the WHO, was published in 1992, while the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV) was published in 1994. The developers of DSM-IV 
and ICD-10 considered that it was impossible to develop absolute and infallible criteria for 
depression, and so believed that revisions would be required in due course. 
DSM-IV and ICD-10 are the most widely used classification schemes for psychiatric 
disorders around the world, and their wide international acceptance suggests that they are 
useful in describing mental disorders as they are experienced by individuals throughout the 
world. Nonetheless, evidence also suggests that the symptoms and course of a number of 
DSM-IV and ICD-10 disorders are influenced by cultural and ethnic factors. 
To facilitate its application to individuals from diverse cultural and ethnic settings, DSM-IV 
includes a new section that covers cultural features. This section describes the ways in which 
varied cultural backgrounds affect the content and form of symptom presentation (e. g., 
depressive disorder characterized by a preponderance of somatic symptoms rather than 
sadness in certain cultures), preferred idioms for describing distress, and information on 
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prevalence when it is available. 
The second type of cultural information provided pertains to `culture-bound syndromes' - 
that is, those that have been described in just one, or a few, societies. DSM-IV provides two 
ways of increasing the recognition of culture-bound syndromes: (1) some (e. g., amok, ataque 
de nervios) are included as separate examples in `Not Otherwise Specified' categories; and 
(2) an appendix of culture-bound syndromes has been introduced in DSM-IV; this appendix 
includes, for each syndrome, the name for the condition, the cultures in which it was first 
described, and a brief description of the psychopathology. 
These ethnic and cultural considerations were designed to enhance the cross-cultural 
applicability of DSM-IV, and to increase sensitivity to variations in how mental disorders 
may be expressed in different cultures. It should help to reduce unintended bias stemming 
from the clinician's own cultural background (American Psychiatric Association, 1994). 
On the other hand, because culture-specific disorders appear to have been expressed less 
often in recent years, and because the attempts of researchers to classify these culture-specific 
disorders have failed, they have not been separately classified in ICD-10. Because the 
descriptions of these disorders currently available in the literature suggest that they may be r 
regarded as local variants of anxiety, depression, somatoform disorder, or adjustment 
disorder, the nearest equivalent code should be used if required, together with an additional 
note of which culture-specific disorder is involved (World Health Organization, 1992). 
DSM-IV and ICD-10 classify mood disorders in almost identical ways, but in different 
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patterns. In ICD-10, mania, bipolar disorder and depressive episode are discussed in that 
order, while DSM-IV begins with depressive disorder, then discusses bipolar disorder. 
It is clear that many attempts have been made to divide depressive disorder into sub-types, 
but only the bipolar versus unipolar distinction has been widely accepted around the world. 
Unipolar depression is much more common than bipolar depression and so will continue to 
attract a large share of research attention (Magill, Rodriguez, and Turner, 1996). 
2.2.3. Epidemiology of Depression 
According to Gotlib and Rammen (1992), depression is by far the most common of 
psychiatric disorders, accounting for 75% of all psychiatric hospitalizations. Each year more 
than 100 million people world-wide develop clinically recognizable depression. Furthermore, 
during the course of a lifetime, it is estimated that 25% of the general population will 
experience at least one debilitating episode of depression. 
The question which arises here is whether such figures reflect clinical depression or the 
depressive symptoms which, in their mildest form, affect virtually everyone. 
It seems that it is not easy to draw a distinct line between depression proper and plain 
moodiness or low sprit. This difficulty characterizes most depression research (Diamond, 
Epting, & Gage, 1987; Von Korff, Shapiro, Burke, et al., 1987). 
Lehtinen and Joukamaa (1994) suggested that there are two problems facing epidemiological 
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studies of depression. The first concerns the concept and definition of depression, as it has 
not been possible to define the kind of diagnostic criteria for depressive disorders that could 
be accepted and used in the same way by every clinician or researcher. The second problem 
concerns classification. The practice had been to classify depression according to different 
dichotomies. This variation and the ambiguity in the definition of depression are the main 
reasons why its epidemiology is still far from clear. 
Lehtinen and Joukamaa (1994) reviewed studies concerning the prevalence of depressive 
symptoms and of clinically defined depressive disorders. Regarding the prevalence of 
depressive symptoms, they provided a summary of ten population surveys conducted between 
1957 and 1989. One-tenth to one-third of subjects reported depressive symptoms. These 
symptoms were more prevalent in women than in men: the prevalence for women varied 
between 18% and 34%, and that for men between 10% and 19%. The male-to-female ratio 
was 1: 2 in almost every study. On the other hand, the prevalence of clinical depression in 
selected population surveys conducted between 1965 and 1992 showed that the prevalence 
of depression varies in men from 2.6% to 5.5%, and in women from 6.0% to 11.8%. The 
mean prevalence in those studies was 4% for men and 7.9% for women. 
Numerous epidemiological studies of depression have stated that there are specific 
demographic variables associated with a relatively high incidence of depression. These 
variables are discussed below. 
2.2.3.1. Gender 
Women are consistently reported to have a greater prevalence of depressive disorder than 
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men, and there is some evidence that the excess of depression is greater during women=s 
reproductive lives. The male-to-female ratio of prevalence of depression is 1: 2 (Weissman 
& Klerman, 1977). Many explanations have been offered for this sex difference. Some focus 
on biological theories which relate to the female hormonal system, implicating oestrogen and 
progesterone in the aetiology of depression; others suggest a genetic predisposition to 
depression in females. The support for the genetic explanation is weak. Gotlib and Colby 
(1987) reviewed many studies indicating that depressed males are more genetically deviant 
than are depressed females, and that the relatives of male and female depressed persons were 
equally likely to be diagnosed as depressed. Therefore, there is currently no consistent 
evidence that the observed gender differences in depression are due to biological factors. 
More psychosocially oriented theories have focused on the sex roles of women, their lower 
social status, and their greater experience of role conflict in society (Pearson, 1995; 
Bernandez, 1984). Bebbington (1996) and Bebbington and his colleagues (1998) reviewed 
several lines of investigation in order to assess the relative importance of social, 
psychological and biological influences on the sex difference in depression. They concluded 
that the evidence for environmental effects is much better for social than for physical factors, 
and that a plausible case can be made for a developmental perspective involving the 
interaction of social experience and psychological attributes. Even so, their attempts to 
explain the sex differences in depression by social variables were unsuccessful. In 




The incidence of depression rises shortly after puberty, peaks between the ages of 25 and 44 
years, and declines somewhat in later years (Weissman, Myers & Thompson, 1981, cf. Gotlib 
& Colby, 1987). Depression seems to occur for the first time at a younger age in women than 
in men. Although the incidence of depression in women is greatest before 35 years of age and 
tends to decrease with age, the peak prevalence of depressive symptoms in men appears in 
the 45-65 year age range (Gotlib & Colby, 1987). Bebbington, Dunn, Jenkins et al. (1998) 
indicated that under the age of 55 the prevalence of depression in women is about twice as 
high as in men, while in the older group women actually form a minority of subjects suffering 
from depression. 
2.2.3.3. Marital Status 
The relationship between depression and marital status is complicated. Some authors 
(Weissman & Klerman, 1977; Weissman et al., 1987) consider that being married connotes 
more stress for women than for men. Others have found that marital status has different 
associations with affective disorder in different cultures. For instance, married women are 
at low risk of disorder in Mediterranean countries (Mavreas, Beis, Mouyias, et al., 1986; 
Vazquez-Barquero, Diez-Manrique, Pena, et al., 1987), in rural New Zealand 
(Romans-Clarkson, Walton, Herbison, et al., 1988), and in British Orthodox Jews 
(Lowenthal, Goldblatt, Gorton, et al., 1995). These societies all accord a high value to the 
home-making role. This suggests that the association with relatively simple socio- 
demographic factors may itself be affected by more subtle socio-cultural influences. Renne 
(1971) (cf. Gotlib & Colby, 1987) reported that both men and women who are unhappily 
married are more depressed than are their separated and divorced counterparts. 
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2.2.3.4. Socio-economic Status 
Numerous epidemiological and community studies have provided evidence that more 
depressive disorders are found in individuals from lower socio-economic backgrounds than 
in those from higher socio-economic classes (Brown & Harris, 1978; Weissman & Myers, 
1978a, 1978b, 1980; Surtees, Ingham, Kreitman, et al., 1983). 
The Black Report (Townsend & Davidson, 1982) discussed four possible explanations for 
the association between poor socio-economic circumstances and all causes of mortality. The 
first explanation considered was that the variables are artefacts. This approach suggests that 
both health and class are artificial variables thrown up by attempts to measure social 
phenomena and that the relationship between them may itself be an artefact and therefore of 
no causal significance. Difficulties arise in interpreting the available sources of routine data 
on mortality since many instruments are biased towards some classes. This problem has been 
covered recently in most research by using standardized instruments and interviews, which 
are less likely to show any information bias. 
The second explanation was social selection, or reverse causality, that those with poor health 
are more likely to drift into lower social classes, or have lower income. Lewis (1996) 
criticized this explanation and indicated that there is no evidence concerning social selection 
on income; however, there has been some investigation of social selection in relation to social 
class and mental health, using a 1958 birth cohort. The main finding was that there is still a 
social class gradient in those who have remained in the same social class as their parents. 
Also, adjusting for parental social class and behavioural problems at age 16 reduces, but does 
not eliminate, the social class gradient. Social selection cannot therefore explain the 
41 
relationship between social class and mental health. 
The other two explanations considered by the Black Report were labelled behaviourist and 
materialist. The former explained the inequalities in mortality as resulting from differences 
in behaviour, or, at most, sub-cultural life-styles, while the latter emphasizes that behaviour 
is constrained by the lack of education, income, and opportunities for those in lower socio- 
economic groups. Lewis (1996) indicated that the explanation for the inequalities in mental 
health is uncertain, but that they could be due to the increased stress and uncertainty that are 
a consequence of low income. 
2.2.3.5. Educational Status 
Data on the association between education and depression are inadequate because the focus 
of most epidemiological studies has been more descriptive than analytic. Nonetheless, 
education is generally associated with psychopathology, in that the less educated are more 
likely to be depressed (Pahkala, Kesti, Kongas-Saviro, et al., 1995; Costello, 1991; Rajala, 
Uusimaki, Keinanen-Kiukaanniemi, et al., 1994). The Epidemiologic Catchment Area (ECA) 
study, which examined the rates of depression in five sites in the United States, has provided 
the only contrary evidence for this association. According to ECA data, the prevalence of 
major depression was slightly higher among persons with 12 years of education or more than 
among those with less education (Weissman, Beuce, Leaf, et al., 1991, cf. Beckham & Leber, 
1995). 
2.2.3.6. Occupational Status 
There have been many studies of psychological ill-health in the unemployed. Most have been 
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cross-sectional comparisons of employed and unemployed samples (e. g., Crepet, Piazzi, 
Vetrone, et al., 1993). In these studies unemployment has usually been associated with 
depression. Many other studies concerning social support in relation to mental health have 
indicated that the lack of social support makes unemployed people more vulnerable to 
setbacks (Leavy, 1983). 
Bolton and Oatley (1987) found a connection between insufficient social support and 
depression when unemployment lasted for more than six months. The effects of 
unemployment on mental well-being have usually been studied in randomly chosen 
unemployed subjects. As a rule, the unemployed subjects of these studies were suffering from 
depression, impaired capacity to work, and impaired mental well-being more often than 
people with jobs (Viinamaki, Koskela, Niskanen, et al., 1993). 
Surtees and his colleagues (1983), in their report of a community study in Edinburgh on 
psychiatric disorder in women, found that the highest prevalence of psychiatric disorder was 
among those women who were not employed (ranging from just over twice the prevalence 
found among the employed). These findings suggest that employment could be considered 
as one of the elements of social support in threatening life situations that may lead to 
depression. 
2.2.4. Aetiological Theories of Depression 
Theories of the causes of depression have been proposed on two different bases: (a) 
biological theories, and (b) psychological theories. 
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In brief, the biological theories can be sub-divided into two general approaches: (1) genetic 
approaches, which suggest that depression is the result of inheriting genes that predispose to 
depression; and (2) neurotransmitter approaches, which consider that brain biochemistry is 
an aetiological factor in unipolar depression. These approaches have focused on two 
monoamine neurotransmitters: norepinephrine (NE) (noradrenaline) and serotonin (5-HT). 
Researchers in this field originally believed that depression was due to a depletion of NE in 
the brain, and later to depletion of both NE and 5-HT (for further discussion see Amsterdam, 
1991; Halbreich, 1987; Mann & Kupfer, 1993; Montgomery & Corn, 1994; Paykel, 1992). 
Since the focus of this project is not associated with biological bases of depression, the 
biological approach is not further discussed in this chapter. 
The psychological theories of the causes of depression can be grouped into several categories, 
such as psychoanalytic, behavioural, cognitive, and interpersonal approaches. The approaches 
which are considered for the purposes of this project are discussed in more detail below. 
2.2.4.1. Cognitive Behavioural Approaches 
The cognitive revolution in psychology in the 1960s brought with it a number of explanations 
of depression which reflect the range of cognitive factors deemed to be important in the 
cognitive-behavioural analysis of depression. A central aspect of these theories is that a 
depressed individual selectively attends to negative information and thus receives a distorted 
view of the world. In support of this point, Lewinsohn, Mischel, Chaplin, et al. (1980) found 
that the self-perception of the depressed subjects in their study had become more unrealistic. 
One of the most influential of these theories was proposed by Aaron Beck in 1967. Beck 
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(1967,1991) argued that all individuals possess cognitive structures, called schemas, that 
guide the ways in which information in the environment is attended to and interpreted. Such 
schemas are determined from childhood by our interactions with the external world. If these 
interactions are constantly negative, the individual may begin to believe these negative things 
about himself, and he may then interpret every failure as further evidence of his negative 
feelings toward himself. If this negative processing of information is not changed, it will 
become an enduring part of his schemas. When this schema is activated, it will predispose 
the individual to depressive feelings. 
Beck (1967,1991) stated that, as a result of this faulty information processing, depressed 
persons demonstrate a cognitive triad of negative thoughts - about 
themselves, the world, and 
the future. This cognitive set centres around the appraisal of loss of a valued object or 
attribute which pervades other areas of the individual's life; as a result, depressed persons 
perceive themselves as inadequate, as lacking the necessary skills and opportunities to make 
up the perceived deficits and inadequacies. Their world is seen as full of obstacles, and the 
future is perceived as unchanging and empty. 
Beck's theory described the depressed person's processing of events as habitual errors of 
reasoning. These errors fall into a number of categories: (a) arbitrary inference (drawing a 
negative conclusion in the absence of supporting data); (b) selective abstraction (focusing on 
the detail, often negative, and usually at the expense of more salient information); (c) 
overgeneralization (arbitrarily drawing conclusions about a wide variety of things on the basis 
of single events); (d) magnification and minimization (making errors in evaluating the 
importance and implications of events); (e) personalization (relating external, often negative, 
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events to the self when there is no reason for doing so); (f) absolutist dichotomous thinking 
(thinking in polar opposites, such as that something is either all good or a total disaster) 
(Twaddle & Scott, 1991). 
According to Beck, there are three important aspects of these distortions or depressive 
cognitions. First, they are automatic B that is, they occur without reflection or forethought. 
Second, they appear to be involuntary. Third, the depressed person accepts these thoughts as 
plausible, even though others would clearly not view them in the same manner. Since the 
overt behavioural symptoms of depression followed from cognitive distortion and the 
activation of a latent dysfunctional schema, cognitive therapy involved the identification and 
subsequent confrontation of these distortions in the face of objective experience (Beck, Rush, 
Shaw, et al., 1979). 
Currently, cognitive approaches are among the most widely studied theories in the aetiology 
of depression. A large number of studies investigating the cognitive aspects of depression 
have found that depressed individuals do indeed differ from control groups in their thought 
content and thought processing. Weintraub, Segal, and Beck (1974), for example, observed 
that negative bias in thinking correlated significantly with ratings of depression. Blackburn 
and Bishop (1983) found highly significant correlations between scores on the Beck 
Depression Inventory (BDI) and a negative view of self, the world, and the future as 
measured by semantic differential techniques. Giles and Shaw (1987) found that negative 
views of self, world, and future were inter-related and were specific to depression. The most 
important support for cognitive theory comes from studies demonstrating the experimental 
induction of mood which show that mood can be alerted by manipulating a person's 
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cognitions. Williams (1992) considered that although the experimental evidence may not tell 
us anything that is unique to depression, it should alert clinicians to the possibility that 
depression has cognitive antecedents and should not be analysed in purely biological terms. 
It appears that a cognitive vulnerability plays a role in symptom formation for at least some 
individuals, and in the maintenance of ongoing episodes of depression for many depressed 
persons. 
2.2.4.2. Stress and Cognitive Appraisal Approaches 
Stress has been recognized as a contributing factor to mental and physical health and illness. 
In the extreme, stress can apparently induce a psychological state requiring clinical 
intervention. Accordingly, there have been repeated attempts to tie stress to clinical 
depression. Perhaps the perceived inability to cope with stress will, in some individuals, yield 
not merely a relatively mild pessimism but instead a severe depressive state. The first 
important theorist who attempted to account for stress was Walter B. Cannon in the early 
years of the twentieth century. He claimed that the sympathetic nervous system is activated 
by signals from the brain when a person is exposed to an emotionally arousing stimulus; the 
confrontation with this stimulus produces both the feelings and physiological reactions which 
are associated with stress (Magil, Rodriguez, & Turner, 1996). While the contributions of 
Cannon were important, he did not take into consideration the role played by psychological 
and behavioural factors in overall stress response. 
Following the same approach as Cannon, Hans Selye (1956) claimed that stress is 
non-specifically induced and can be caused by diverse stimuli. Seyle labelled the body's 
response to stress the general adaptation syndrome (GAS). This process occurs in three 
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stages: (1) the alarm reaction, during which the body is activated in order to handle the 
perceived danger at hand; (2) the resistance stage, during which the person either adapts to 
or resists the source of stress; the longer this stage lasts, the greater is the danger to the 
person; (3) the exhaustion stage, which demonstrates the finite nature of the body's ability 
to cope with or adapt to stress. It is considered that Cannon and Selye clearly focus on stress 
as a biological response to a wide range of stimuli. 
In contrast, John Mason (1971), who adopted an interactionist approach to stress, viewed 
stress as dependent on emotional responses to situations. He indicated that the nature of a 
person's emotional response will play an important role in the probability that stress will lead 
to a disease. People who are not psychologically aware of the existence of a potentially 
stressful event are least likely to experience a stress response. Mason criticized Selye's 
approach for not providing ample opportunities to explain why some people develop 
stress-related disorders and others do not. 
Lazarus (1975) adopted a psychological approach to stress, claiming that the key to the stress 
response cannot be found in either the nature of a specific stressful event or the person's 
response to that event. Rather, the most important factors are cognitive ones. Lazarus believes 
that it is the person's perception of an event that is crucial. This perception involves a 
combination of the person's perception of the potential danger of an event and his or her 
perceived ability to cope with that event. Stress will occur in those circumstances in which 
the person perceives that he or she does not have the ability or resources needed to cope with 
the situation. Thus Lazarus adopted an appraisal approach to the aetiology of stress. 
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Later, in his work with Suzan Folkman (Lazarus & Folkman, 1984), Lazarus delineated 
three important cognitive mechanisms for appraisal of the situation: (1) the primary 
appraisal, which refers to an assessment of whether a situation is neutral, challenging, or 
potentially stressful; (2) the secondary appraisal, which involves the coping options or 
manoeuvres that the individual has at his or her disposal; and (3) the reappraisal or coping 
strategies, with which the person re-evaluates the stressful potential of a situation on the 
basis of access to new thoughts and information. The actual reappraisal or coping 
strategies that may be used are either problem focused (those that involve altering the 
circumstances that are eliciting the stress response) or emotion focused (those that involve 
directly lowering physiological arousal or the cognitive determinants of the stress 
response). 
Lazarus also discussed a number of factors which can influence the appraisal of what 
could be viewed as a stressful situation. He divided these factors into two parts. The first 
comprised personal characteristics, which included commitments (what is important to 
the person, what has meaning for him or her) and beliefs (which usually operate at a tacit 
level to shape a person's perception of his or her relationship to the environment). These 
variables influence appraisal by (1) determining what is salient for well-being in a given 
encounter; (2) shaping the person's understanding of the event, and in consequence his 
or her emotions and coping efforts; and (3) providing the basis for evaluating outcome. 
The second part comprised situational factors, which Lazarus identified as: (1) novelty 
(a situation not previously experienced will result in an appraisal of threat only if some 
aspect of it has previously been connected with harm); (2) predictability (refers to some 
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type of warning that something painful or harmful is about to happen); (3) event 
uncertainty (which introduces the notion of probability); (4) three temporal factors 
_imminence 
(how much time there is before an event occurs), duration (refers to the 
length of time during which an event is occurring), and the temporal uncertainty (refers 
to not knowing when an even will occur); (5) ambiguity (refers to unclear or insufficient 
information necessary for appraisal, or, in other words, lack of situational clarity); (6) the 
timing of stressful events in the life cycle (refers to the `off time' occurrence of life 
events; these `off time' events are more threatening because they are not expected and 
therefore deprive the person of the full sense of satisfaction that would accompany an 
event had it been on time, or the opportunity to prepare or engage in anticipatory coping). 
Lazarus indicated that situational and personal factors are always interdependent, and that 
their significance for stress and coping derives from the operation of cognitive processes 
that give weight to one in the context of the other. 
It was considered that appraisal processes are integral to understanding how a potential 
stressor will affect a person and how the person will respond. They are important also in 
explaining individual differences in response to stresses and in developing better 
techniques to help people cope with stress. 
Although not all psychologists agree with the particulars of Lazarus's theory, what is 
significant is the generally accepted view that psychological stress involves appraisal 
processes concerned with judgments of stimuli as stressors, and with decisions as to how 
to cope with stressful events (Magill, Rodriguez, & Turner, 1996). 
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Having presented the above data it is clear that stress produces a cognitive appraisal 
which differs from one person to another. People differ in their perceptions of stress 
according to their cognitive processes; this applied to the subjects involved in this study. 
2.2.4.3. Learned Helplessness Approaches 
Learned helplessness is considered as a special case of the outcome of a stressful 
encounter or a series of such encounters (Lazarus & Folkman, 1984). The idea of learned 
helplessness as an element of depression was advanced by Martin Seligman (1975), and 
was based on his research on avoidance learning in animals. Seligman found that animals 
trapped in situations in which they can no longer escape from harm or punishment 
become unresponsive or `helpless'. He found that this response pattern resembled 
depression in many respects, and coined the term learned helplessness to describe the 
phenomenon. As research with humans progressed, however, a number of investigators 
pointed to the inadequacy of the theoretical constructs originating in animal helplessness 
for understanding helplessness in humans (e. g., Blaney, 1977; Buchwald, Coyne, & Cole, 
1978; Golin & Terrell, 1977; Miller & Norman, 1979). 
In 1978, Abramson, Seligman, and Teasdale presented an attributional framework in 
order to resolve several of the controversies surrounding the effects of uncontrollability 
in humans. The reformulated hypothesis states that when a negative outcome is thought 
to be a product of the person's effort (internality), there will be a loss of self-esteem and 
a greater likelihood of depression than if the outcome is seen as the result of external 
factors. If such attribution is viewed as the result of stable personal factors, the effects of 
uncontrollability will be chronic as well. Moreover, there is an added attributional factor 
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of globality B that is, a generalization of helplessness from a specific context to the 
overall life context. 
Garber and Seligman (1980) suggested that the cornerstone of the original learned 
helplessness model of depression is that learning that outcomes are uncontrollable 
produces the motivational, cognitive, and emotional deficits leading to non-adaptive 
behaviour and depression. The term 'motivational deficit' refers to passivity in the face 
of a condition of helplessness. The cognitive deficit consists of the person failing to 
notice that his or her coping response might be connected to a favourable outcome. The 
emotional deficit is no longer simply depression, as in the original formulation, but can 
be anxiety: now, only when the person sees the situation as hopeless is there depression. 
It is clear that the reformulation of the theory of learned helplessness in humans 
emphasizes the importance of the attributional dimensions of internal-external, stable- 
unstable, global-specific in modulating helplessness deficits. This attributional analysis 
was proposed in order to resolve the inadequacies of the original helplessness hypothesis 
with respect to self-esteem, chronicity, and generality. 
Perhaps the primary significance of learned helplessness is its model of how a person's 
perception of a life event can influence the person's behaviour, and can therefore affect 
his or her life and possibly the lives of others. Seligman (1975) believes that the way in 
which people perceive and explain the things that happen to them may be more important 
than what actually happens. These perceptions can have serious implications for a 
person's mental and physical health. Many people have learned to react in helpless ways 
to stress, becoming afflicted with migraine headaches, peptic ulcers and severe back 
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problems, and possibly even other psychosomatic disorders. 
The idea that helplessness could be learned has opened the door to many exciting new 
approaches to disorders formerly considered to be personality related or biologically 
oriented, such as psychosomatic disorders, victimization by gender, and depression. The 
idea that individuals actually do have an effect on their environment is of tremendous 
importance to people suffering from depression, because most mention a general feeling 
of hopelessness; the feeling implies that one is powerless over one's reactions and 
behaviour. Miller (1980) (cf. Garber & Seligman, 1980) provided evidence, from her 
work on measuring choice of potential control, that people do have the power to influence 
their perceptions of their environment and, therefore, change their reactions to it. 
If the research on perception and learned helplessness is accurate, a logical next step is 
to discover how explanatory styles originate and how they can be changed. Some 
suspected influences are how a child's first major trauma is handled and how teachers 
present information to be learned, as well as teacher=s attitudes toward life events, and 
parental influence. Perhaps the most promising aspect of the research on learned 
helplessness is the idea that what is learned can be unlearned; therefore, humans really 
do have choices as to their destiny and quality of life. Considerable importance falls upon 
those who have a direct influence on children, because it is they who will shape the 
attitudes of the future (Magill, Rodriguez, & Turner, 1996). 
According to data presented above, one can conclude that learned helplessness must be 
rooted in the early childhood experiences. Hence, I believe that most of the subjects of 
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the present study who suffered from the state of learned helplessness have had it from the 
early stages of their psychological development. 
2.2.4.4. Attributional Theories 
When trying to make sense of human behaviour, one must be able to perceive behaviour 
accurately and understand its causes. Theories that describe ways in which one can make 
judgments about the causes of behaviour are called attribution theories (Magill, 
Rodriguez, & Turner, 1996). 
This builds on the work of Heider (1958), who proposed that the concepts people have 
about causality affect their social behaviours. Attribution theory has grown into an 
important area of social psychological thought, research, and controversy. Weiner (1985) 
extended attribution theories to emotion, reasoning that how people explain their success 
and failures affects not only their behavioural commitment to achievement, but the 
feelings they experience in the wake of their efforts. Causal ascriptions play a key role. 
Weiner (1985) documented that in achievement-related contexts there are a few dominant 
causal perceptions. The most dominant of these causes are ability and effort. That is, 
success is ascribed to high ability and hard work, and failure is attributed to low ability 
and absence of trying. He also suggested that the structure of causal thinking shares three 
common properties, namely locus, stability, and controllability, with intentionality and 
globality as other possible causal structures. 
Causal stability influences changes in goal anticipations, while the three causal 
dimensions determine the emotional experiences of anger, gratitude, guilt, hopelessness, 
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pity, pride, and shame. Weiner presumed that expectancy and affect direct motivated 
behaviour. The attributional theory therefore relates the structure of thinking to the 
dynamics of feeling and action. One can, for example, attribute success to external factors 
such as luck or the nature of the task, or to internal factors such as one's own effort or 
ability; these diverse attributions then influence the emotional reaction. 
Recently, theorists and researchers have applied attribution formulations to the clinical 
symptoms of depression. One prominent attributional theory of depression (Abramson 
Seligman, & Teasdale, 1978), for example, proposes that individuals who 
characteristically make attributions that are internal, stable and global for their negative 
outcomes are prone to depression _that 
is, internal attributions following failure are 
thought to produce lowered self-esteem, and attributions to stable and global factors are 
thought to lead to the chronic and general motivational and performance deficits 
characteristic of the depressive syndrome. This theory has now been called `learned 
helplessness'. 
Janoff-Bulman (1979) has argued that only one type of internal attribution should be 
associated with depression. She distinguished between two types of internal attributions 
for negative outcomes: blame directed at one's character (e. g., ability) and blame directed 
at one's behaviour (e. g., effort). Since character is fixed and less controllable than 
behaviour, attributions to character-related factors should lead to helplessness and 
depression. Peterson, Schwartz, and Seligman (1981) concluded that attributions to 
character-related deficits may be a major concomitant of depression, but not a cause. 
Anderson (1983), on the basis of the possibility of modifying individuals' characteristic 
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attributional style, found that the behavioural attributions used by his subjects resulted 
in more expectation of success, higher levels of motivation, and better task performance 
when compared to subjects who made character-related attributions. 
Harvey and Weary (1984) reviewed the general theoretical commentaries about 
attribution. They concluded that the field is alive with controversy and issues, and that 
this controversy reflects the lack of consensus about certain key concepts and about the 
most defensible theoretical interpretations for phenomena. It also reflects the fact that in 
certain domains of attribution work, the relevant evidence and the appropriate paradigms 
and procedures are in question. They suggested that there is no monolithic theory of 
attribution. The concept of attribution is a rich one, and is likely to remain viable in 
psychology for many years to come. 
2.2.4.5. Locus of Control 
The term `locus of control' refers to a set of beliefs about the relationship between 
behaviour and the subsequent occurrence of rewards and punishments. The terminology 
used is internal versus external control of reinforcement (I-E). Whenever reinforcements 
(either positive or negative) are perceived by the individual as being the result of his or 
her own behaviour, efforts, or relatively permanent characteristics, it is an example of an 
internal belief. External beliefs, in contrast, involve perceptions that reinforcements occur 
as the result of luck, chance, fate, or the interventions of other powers, or else are simply 
unpredictable because of the complexity of events (Corsini, 1994). 
The I-E concept was first outlined by Julian Rotter (1966). He not only defined the 
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concept but also described a social learning theory in which it could be incorporated. 
Rotter (1966) realized that I-E is not a concept which can be considered to be the only 
determinant of behaviour in a given situation; he therefore conceptualized it as only one 
variable in a larger social learning theory scheme. This theory described several variables 
which act in concert to produce a behaviour in a given situation: expectancies; 
reinforcement values; and the psychological situation. Any behaviour occurs because of 
expectancies that it will achieve the goal towards which it is directed and because of the 
value of that goal. 
The specific situation influences both the magnitude of one's expectancies and the value 
of the goal. Rotter also suggested that there are three variables determining the 
expectancy that a specific behaviour will lead to a particular outcome. These are: (1) 
previous experience of the same situation; (2) experience generalized from related 
situations; and (3) numerous problem-solving generalized expectancies, of which I-E is 
but one example. These three variables all interact to determine one's expectancy for the 
success of the behaviour in question. 
It is clear that I-E concerns how best to categorize situations that present the individual 
with a problem to be solved. By categorizing situations as fitting somewhere along the 
I-E dimension, the individual feels that he/she can better cope with them. 
A series of studies (Wheaton, 1980; Krause & Stryker, 1984; Mirowsky & Ross, 1990) 
provides strong support for the hypotheses that the individual who has a strong belief that 
he can control his own destiny is likely to be more alert to those aspects of the 
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environment which provide useful information for his future behaviour, and more likely 
to take action when difficulties arise, and consequently be more able to surmount these 
obstacles. These studies indicated also that perceived control over both good and bad 
outcomes is associated with low levels of depression, and that the belief that the 
individual is responsible for his own successes and failures has large negative 
associations with depression. The general conclusion is that general maladjustment, as 
well as specific problems such as anxiety and depression, are mostly associated with an 
external orientation. 
Perhaps the most serious gap in the locus of control literature is a systematic study of how 
I-E beliefs develop. However, some relationships have been noted in a broad fashion: for 
example, constancy of parental reinforcement, discipline, and standards are linked to the 
development of internality; low socio-economic status is associated with external beliefs; 
and racial and ethnic groups who have little access to power and mobility likewise show 
more external belief systems (Corsini, 1994). There is also some evidence suggesting that 
certain cultures teach external beliefs to different degrees (e. g., Eastern cultures are more 
collectivist than Western cultures, which tend to be individualistic); hence, if personal 
responsibility for one's own life is a Western value, its effect on psychological well-being 
may be different in Eastern cultures (Sastry & Ross, 1998). 
2.2.4.6. Interpersonal Approach 
Leary (1957) proposed an interpersonal model for understanding personality and 
maladaptive behaviour. Without deriving his model from ethological and biological 
work, he acknowledged the influence of Jung and other psychoanalysts, particularly 
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Sullivan and Karen Homey. Leary applied statistical procedures in order to derive two 
orthogonal constructs: dominance-submission and love-hate (the love-hate dimension 
may also be labelled in different ways, such as linking-distancing, approach-withdrawal, 
and friendliness-hostility). In this approach, proneness to depression is related to the 
dominance-submission dimension, rather than the love-hate dimension. On the basis of 
the two dimensions, this model suggests four basic classes of behaviour: friendly 
dominance, friendly submission, hostile dominance, and hostile submission. According 
to this model, different styles of interpersonal relationships are based on these four basic 
classes; interpersonal adjustment is provided through the different styles of interpersonal 
relationship. 
Carson (1969) suggested that the dominance-submission and love-hate dimensions 
provide three options: acceptance vs. rejection, self vs. other, and emotional vs. social. 
For example, the cooperative behavioural style offers love to both self and other, but is 
rejecting towards hostile, status-seeking, or competitive responses in both self and other. 
The different styles have implications for both self and other in the three domains 
mentioned above. 
The interpersonal approach emphasizes the role of (social) life events, the nature of 
significant relationships (mostly in the present, but with some consideration of early 
relationships), and the interpersonal tactics a person uses to gain and maintain 
relationships and resolve conflicts. The vast majority of people who have been exposed 
to severe life events and major crises develop symptoms of depression (Tennant, 
Bebbington, & Hurry, 1981; Ganzini, McFarland, & Cutler, 1990). 
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The interpersonal approach proposes various specific causes of depression, namely grief 
and loss, interpersonal role transitions, loss of sense of value, and social skills deficits. 
Coyne (1976a, 1976b) suggested that the depressed person is unattractive to others and 
therefore tends to elicit aversive responses. Coyne (1989) criticized the cognitive 
approach with respect to the idea that distorted cognitions cause depression, instead 
emphasizing the role of social environment. In agreement with this critique, Hooley and 
Teasdale (1989) reported that spouse criticism was associated with relapse. Furthermore, 
Vaughn and Leff (1985) demonstrated a relationship between depression and living with 
a non-supportive and unsympathetic spouse. Keitner and Miller (1990) found that women 
who have disputes with their husbands and then divorce have disputes with new 
husbands. However, they also reported that marriage may be less protective for women 
than men. This may be due to the dominance relationships in the marriage (i. e., women 
are more likely to be treated as subordinates). 
These findings support the idea that the probability of becoming depressed in the 
presence of provoking agents is increased if a woman does not have, within her social 
network, a close, confiding relationship. Indeed, the importance of social and 
interpersonal variables to psychological well-being is well documented (Hooley & 
Teasdale, 1989; Beach, Sandeen, & O'Leary, 1990). 
Moreover, it has been pointed out that the impact of life events in relation to social 
support is complex (Stokes & McKirnan, 1989). Hong, Wirt, Yellin, et al. (1979) 
maintained that individuals are not simply passive recipients of life events, but to some 
extent shape their environments. Andrews, Tennant, Hewson, et al. (1978) suggested that 
60 
coping and social supports influence the risk of psychological impairment, but they 
emphasized that coping and social support are independently related to neurosis and do 
not primarily exert their effects by `detoxifying' high stress. In general, their data show 
that those who had good coping and support did have minimum stress. The risk of 
psychological impairment was five times as high among those who were under stress and 
had poor coping and support. 
On the whole, this model emphasized the role of interpersonal relationships in 
maladjustment and readjustment (as well as in generating and treating pathological 
symptoms). In line with this assumption, Joiner, Brown, Felthous, et al. (1998) more 
recently showed that depressed subjects obtained lower scores on a social contact 
measure than non-depressed control subjects. 
By reviewing the above theories it is clear that there exists a wide range of thoughts and 
speculations about the aetiology of depression. It seems that people are getting depressed 
through various causes and mechanisms; this can also be observed in the subjects of the 
present study _the causes of 
their depression are different and varied. 
2.3. Culture 
2.3.1. Definition of Culture 
Culture has been defined as the accumulation of values, rules of behaviour, forms of 
expression, religious beliefs, occupational choices, and the like for a group of people who 
share a common language and environment (Triandis, 1994, cf. Bernstein, 
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Clarke-Stewart, Roy, et al., 1997). As such, culture is an organizing and stabilizing 
influence. It encourages or discourages particular behaviours and mental processes; it is 
also allows people to understand and anticipate the behaviour of others in that culture. 
It is a kind of group adaptation, passed by tradition and example rather than by genes 
from one generation to the next (Munroe & Munroe, 1994, cf. Bernstein, Clarke-Stewart, 
Roy, et al., 1997). 
Psychologists as well as anthropologists have isolated many respects in which cultures 
differ (Berry, Poortinga, Segall, et al., 1992). One of the interesting ways of analysing 
these differences is by describing cultures as either individualist or collectivist. 
Individualist cultures tend to accept people who place personal goals ahead of the goals 
of the collective (such as the family or work group), whereas collectivist cultures tend to 
reject such people and to encourage subordination of personal goals to those of the 
collective (Guisinger & Blatt, 1994). Table 2.1, which was provided by Bernstein, 
Clarke-Stewart, Roy, et al. (1997), outlines these differences. 
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Table 2.1. Differences between individualist and collectivist cultures on several variables 
Variables Individualist Collectivist 
Personal identity Separate from others Connected to others 
Major goals Self-defined; be unique; Defined by others; belong; 
realize your personal occupy your proper place; 
potential; compete with meet your obligations to 
others others; be like others 
Criteria for self-esteem Ability to restrain the self 
Ability to express unique and be part of a social unit; 
aspects of the self; be self- be self-effacing 
assured 
Source of success and failure Success is due to help from 
Success comes from personal others; failure is due to 
efforts, failure from external personal faults 
factors 
Major frame of reference Family, work group 
Personal attitudes, traits, and 
goals 
Culture is often associated with a particular country, but in fact most countries are multi- 
cultural; in other words, they host many sub-cultures within their borders. Often, these 
sub-cultures are formed by people of various ethnic groups (Oyserman, 1993). 
2.3.2. Culture-Universal and Culture-Specific Frameworks: Emic and Etic 
Each culture has its universal framework, which is shared with other cultures, and its 
specific framework, which belongs to the people of that culture and which is not shared 
with others from different cultures. This specificity gives each culture its own identity. 
These two terms ('universal' and `specific') correspond to the cross-cultural specialist's 
terms `emic' and `etic' respectively. Jahoda (1983) indicated that the origins of the 
notions of emic and etic come from anthropology. From its inception in the 19th century 
63 
anthropology had a dual orientation, which generated conflict. On the one hand, the aim 
was to discover something about human nature in general as manifest in the numerous 
cultures around the globe; on the other hand, the aim was to understand particular 
cultures, with little or no concern for generalizations beyond their boundaries. 
The latter approach gave rise to a debate as to how far it was possible to get `inside the 
skin' of the people one was studying. This issue became more prominent with the advent 
of modern field methods in the 20th century. Thereafter the emphasis shifted increasingly 
towards comparisons between cultures, and then the problem of how to deal with all 
manner of variations presented itself. Jahoda (1983) suggested that ideally what was 
needed was a general theory of behaviour transcending as well as accounting for cultural 
variations. 
Kenneth Pike (1954) (cf. Jahoda, 1983), an anthropological linguist, made an ambitious 
attempt to meet such a need. Although his design, for various reasons, did not meet with 
any success, he bequeathed to social science a pair of terms that has gained wide 
currency, namely emic and etic. One can argue that Pike may not have achieved major 
success in this theory because of the complexity and variability of the cultural issue. 
The terms emic and etic refer to the two goals of cross-cultural research. One goal, the 
etic, is to establish theoretical frameworks useful in comparing human behaviour in 
various cultures. The term etic comes from phonetic analysis. In linguistics, a phonetic 
system is one that documents and analyses all meaningful sounds present in all languages 
and integrates them into a general framework. The other goal of cross-cultural research 
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is to document valid principles of behaviour within any one culture, with attention to 
what the people themselves value as important as well as what is familiar to them. Such 
analysis has to reject the importation and imposition of frameworks from outside the 
culture since, by definition, a researcher cannot gain insight into emics by using foreign 
tools; the tools must be indigenous. This type of analysis is called emic, which is a term 
from phonemics. In linguistics, a phonemic analysis documents sounds meaningful in a 
specific language (Corsini, 1994). 
The metaphors of emic and etic for cross-cultural research, then, contain the elements 
referred to above: what is present and absent, what is meaningful, what has to be given 
special attention since it is common in one system but not another, and what can be 
systematized into integrative frameworks (Corsini, 1994). A useful summary of the 
global distinctions between the etic and emic approaches has been provided by Berry 
(1969) and is shown below in Table 2.2. 
Table 2.2. The distinctions between the emic and the etic approaches 
Emic approach Etic approach 
Studies behaviour from within the system. - Studies behaviour from a position outside the 
system. 
Examines only one culture. - Examines many cultures, comparing them. 
Structure discovered by the analyst. - Structure created by the analyst. 
Criteria are relative to internal characteristics. - Criteria are considered absolute or universal. 
Cross-cultural researchers have attempted to deal with both etics and emics in their 
research. For example, Brislin (1980) has proposed a system for cross-cultural research 
which represents such an attempt. The researcher starts by examining concepts that may 
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have cross-cultural validity, but keeps in mind that not all aspects of those concepts will 
be the same in all cultures under study. Aspects may be different both for cultures across 
nations and for various cultures or sub-cultures within a country. 
Berry (1969) attempted to provoke discussion and argument on cross-cultural 
methodology by suggesting that cross-cultural psychologists adopt a three-step procedure 
to ensure the comparability of behaviour across cultures: (1) aspects of behaviour 
occurring in differing behaviour settings may be compared only when they can be shown 
to be functionally equivalent, which means that if similar activities have different 
functions in different societies, their parameters cannot be used for comparative purposes; 
(2) when aspects of behaviour occurring in differing behaviour settings are functionally 
equivalent, a comparative descriptive framework valid for both behaviour settings can 
be generated from an internal description of behaviour within each setting; (3) only when 
both these conditions are met may one attempt to construct and apply instruments to 
gauge behaviour in the two settings. 
Berry (1969) suggested that this attempt must also satisfy the criterion that the 
instruments are conceptually equivalent to individuals in the two settings. In other words, 
care should be taken to ensure that material used to elicit responses possesses similar 
meaning to individuals in different cultures. 
The purpose of the three-step procedure was summarized by Berry (1969, p. 124) as 
follows: 
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`It is obvious that our only entry into any system of behaviour must be by way of something external to that 
system. This can either be an emic from our own or some other system, or some assumed etic which we 
hope will be useful for our understanding of the new system of behaviour. The HRAF and ethnopsychiatric 
studies have entered with an assumed etic, while the cross-cultural psychologist has either done the same 
or attempted to impose an emic (usually one of Euro-American origin). Neither of these approaches is 
satisfactory because they are likely to be meaningless to the individual in the new behaviour system 
(conceptual non-equivalence); however, of necessity, they are the best that can be done. These attempts 
may be termed an imposed etic approach and are fatal to the aims of the analysis if they are imposed 
blindly, being closed to the possibility of modification from within the new system. Results from this sort 
of investigation can never produce anything more than anecdote study (in culture X, they score Yon test 
Z) and, of course, this can tell us nothing about the relationship between behaviour and cultural, social 
or ecological variables... modification of our external categories must then be made in the direction of the 
system under study, until we eventually achieve a truly emic description of behaviour within that culture. 
That is, an emic description can be made by progressively altering the imposed etic until it matches a 
purely emic point of view; if this can be done without entirely destroying or losing all of the etic character 
of the entry categories, then we can proceed to the next step... we can now set up a derived etic which is 
valid for making comparisons between two behaviour settings,... when all systems which may be compared 
(limited by the initial functional equivalence requirement) have been included, then we have achieved a 
universal for that particular behaviour'. 
One can conclude that Bery's work on this theory has added more to our understanding 
of the concept that was invented by Kenneth Pike. 
2.3.3. The Effect of Culture on Psychiatric Disorders and Diagnosis 
The symptomatology of any illness is not only the expression of a pathological process 
in an individual, but depends upon many other factors, such as environment, and social 
and cultural background (Kleinman, 1978). Culture has been recognized as a pivotal 
factor in mental health diagnosis and treatment (Comas-Diaz & Griffith, 1988; Kleinman, 
1978). Indeed, the American Psychiatric Association (APA) has formally acknowledged 
the significance of cultural issues in its diagnostic manual (DSM-IV). The same care has 
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been given to the cultural influence on mental health by the World Health Organization 
(WHO) in its diagnostic manual (ICD-10). Both manuals now include an introductory 
section placing cultural issues in a clinical context, and a sub-section in each diagnostic 
category with relevant cultural treatment issues. Furthermore, DSM-IV provides an 
appendix (appendix 1) that includes an outline for cultural formulations in diagnosis, 
along with a glossary of culture-bound syndromes recognized in other cultures that are 
not included in the main text (American Psychiatric Association, 1994). 
The American Psychological Association has also paid attention to cultural and ethnic 
factors affecting mental health, developing guidelines for providers of psychological 
services to ethnically, linguistically, and culturally diverse populations. These guidelines 
recognize ethnicity and culture as significant parameters in understanding psychological 
processes, acknowledge that socio-economic and political factors have a significant 
impact on the psychosocial, political, and economic development of culturally diverse 
groups, recognize the need to help clients to understand, maintain, and resolve their 
ethno-cultural identification, and recognize the need to understand the interaction of 
culture, gender, and sexual orientation on behaviour (American Psychiatric Association, 
1993). 
The systematic examination of psychopathological manifestations in different cultures 
has yielded two general findings. One suggests that the same major disorders occur in a 
variety of different cultures. The other asserts that culture significantly influences the 
expression, course, and outcome of psychological disorders. The integration of these two 
types of finding strongly suggests that cultural variations in psychopathology occur 
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around a detectable core of universal features of psychological dysfunction (Draguns, 
1985, cf. Comas-Diaz, 1996). 
Kiev (1972) reported that the view that cultural factors condition the basic form and 
structure of psychiatric symptoms and illness has been in large part driven from reports 
of special transient forms of schizophrenia, along with a high frequency of hysterical 
disorders and a low frequency of depressive disorders, in developing societies. He 
indicated that while it is easy to see how culture can contribute to patterns of 
psychological deface, criteria for entry into the sick role, and attitudes towards specific 
symptoms, it is more difficult to understand how culture is able to affect the basic 
structure of psychiatric disorder. Kiev (1972) suggested that examination of the data will 
serve to clarify some of these issues, but it should be noted that these kind of studies do 
not prove that cultural factors produce illness, or even that some psychiatric entities occur 
only in specific cultures. Their importance is in demonstrating how culture may influence 
both the manifestations and the treatment of psychiatric illness, and how it determines the 
contents and the symbols that are associated with such illness. 
Furthermore, Kleinman (1993) argued that culture affects the diagnostic patterns of 
clinicians as much as it influences the forms and patterns of disorder, individual coping 
mechanisms, and the strategies that families engage in to cope with the afflicted members 
(cf. Comas-Diaz, 1996). 
Regarding the implications of Western categories of mental disorders in other cultures, 
Fernando (1995) argued that the dominant theme in Western culture, implemented 
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through psychiatry and psychology, is that problems to do with thinking, emotional 
reaction feelings, fears, anxieties, depression, etc. are conceptualized in terms of illness. 
Even family problems and social behaviour and hatred and jealousy are sometimes fitted 
into the illness model. He suggested that this Western way of conceptualizing mental 
health problems is alien to Asian and African cultural world views and, perhaps if we 
think about it, alien to what many people feel even in Western countries. Fernando (1995) 
concluded that the ideals of mental health implicit in the thinking that underlies training 
would naturally adhere to the values which are derived from Western culture, because 
cultures are seen hierarchically on the basis of racist assumptions about where they come 
from. Therefore, racism affects our perceptions of culture and these assumptions are 
incorporated into the training of professionals. 
Bhugra (1993) emphasized that there is no doubt that culture affects individuals in the 
specific ways in which they see their environment and show their feelings, emotions, 
distress or conflict in behaviour, thought or action. He raised questions about the 
importance of cross-cultural psychiatry, stating that it may enable the clinician to 
understand the stress as well as the strengths that enable the individual to function better. 
Bhugra (1993) indicated that there should be a clear distinction between cross-cultural 
and ethnic psychiatry. 
Fernando (1991) discussed the differences between race, culture, and ethnicity. He stated 
that these terms are interrelated in complex ways that depend on historical, political, and 
social factors. His summary of these differences and interactions is shown in Table 2.3. 
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Table 2.3. Race, culture, and ethnicity 




Physical appearance Genetic ancestry Permanent (genetic / 
biological 
Behaviour Upbringing Changeable 
Attitude Choice (assimilation, 
acculturation) 
Sense of belonging Social pressures Partially changeable 
Group identity Psychological need 
The view that culture can influence the basic structure of psychiatric disorders has been 
shown to be justified in numerous studies (e. g., Al-Issa, 1990; Mumford, 1993; Sue, 
Wagner, JA, et al., 1976; Anath, Engelsman, Ghadirian, et al., 1993). 
2.3.4. The Effect of Culture on Emotional Expression 
To understand the effect of culture on the emotional expression of people around the 
world, it is important first to know the nature of emotion. Duncan (1968), Andersen and 
Guerrero (1998), and Panlap (1998) have indicated that emotions originate in 
communication. Duncan (1968) suggested that we learn `social feelings' through 
communication with others by observing their responses to us and learning what our acts 
mean to them, and subsequently to ourselves as we act out our roles in the community 
and culture. 
Ekman and Friesen (1986) reported that there are at least six primary emotions (anger, 
fear, surprise, sadness, disgust, and happiness) which are usually considered to be 
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physiologically based and expressed similarly across cultures. On the other hand, 
information about secondary emotions was reported from the researches of Izard (1985) 
and Labouvie-Vief, Hakim-Larson, DeVoe, et al. (1989). They suggest that secondary 
emotions, such as pride, guilt, and shame, arise culturally through participation in the 
socio-cultural environment and tend to vary with age, gender, and culture. 
Researchers have, over the course of decades, tried to determine whether the 
communication of emotional states is universal or culturally relative. Scherer and 
Wallbott (1994) reviewed the major controversy concerning psychological universality 
of differential emotion patterning versus cultural relativity of emotional experience. They 
reported that universalism posits that emotion, just like perception, cognition, or learning, 
is a basic mechanism of human functioning that is relatively invariant over races and 
cultures, while differentialism posits that emotions, as identified by different language 
labels, are differentiated with respect to psychological symptoms, expressive behaviour, 
motivation, and subjective feeling. The results of Scherer and Wallbott (1994) showed 
highly significant main effects and strong effect sizes for the response differences across 
seven major emotions (joy, fear, anger, sadness, disgust, shame, and guilt). Their 
empirical evidence supported the theories that postulate both a high degree of universality 
of differential emotional patterning and important cultural differences in emotion 
elicitation, regulation, symbolic representation, and social sharing. 
Convincing research in the past 20 years has demonstrated both universal and 
culture-specific influences on the expression and perception of emotion (Matsumoto, 
1991; Andersen & Guerrero, 1998). Cultures exert considerable influence over emotion. 
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What needs to be determined now is whether cultural dynamics affect the display of 
emotion and ultimately intercultural communication. 
Porter and Samovar (1998) reviewed six diverse aspects of culture which affect emotion. 
These are: (1) display rules; (2) antecedent events; (3) individualism and collectivism; 
(4) context diversity; (5) non-verbal communication; and (6) language. They indicated 
that the cultural diversity of these aspects affects the expression of emotions in inter- 
cultural settings. These aspects are now discussed. 
2.3.4.1. Display Rules 
The term `display rules' was coined by Ekman and Friesen (1975) to describe cultural 
influences on what people learn about the need to manage the appearance of particular 
emotions in various situations. Andersen and Guerrero (1998), Ekman (1978), and 
Shennum and Bugental (1982) (cf. Porter & Samovar, 1998) have suggested five 
culturally learned display rules: (1) simulation (showing non-existent feelings); (2) 
intensification (the appearance of more feelings than are actually felt); (3) neutralization 
or inhibition (giving the appearance of having no feelings when in reality you have a 
feeling); (4) deintensification (appearing to have fewer feelings than you actually 
possess); and (5) masking (covering one's true feeling by expressing a feeling that is not 
being felt). One can say that these display rules vary from one culture to another, if not 
within the same culture. It is obvious that culture imposes display rules when children are 
taught what they may and may not do, through unconscious observation, imitation of 
peers and adults, and through parental reinforcement (Andersen & Guerrero, 1998). 
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Porter and Samovar (1998) reviewed research which has shown the influence of culture 
on display rules. For example, Yun (1994) (cf. Porter and Samovar, 1998) found that in 
many Asian countries, such as China, Japan, Taiwan, and Korea, display rules are derived 
from Confucian principles and strong collective social relationships. Individuals in these 
counties attach great importance to the maintenance of proper social relationships, and 
it is improper to display emotions such as anger, disagreement, or contempt in public 
situations. Instead they encourage the individual to mask real feelings and to maintain 
appropriate social relationships. In the Middle East, when expressing anger or grief, the 
display rules prescribe loud, prolonged, and often anguishing behaviours. 
Ekman and Friesen (1975) revealed that people only pause to think about display rules 
if they are in a strange or unique situation or if they are unable to interpret the social 
situation and need to determine their role and what is expected of them. 
2.3.4.2. Antecedent Events 
Mesquita and Frijda (1992) have suggested that emotions are elicited by antecedent 
events. Different individuals and groups may meet different kinds of events and be 
differently affected by them. The range of events an individual or group is emotionally 
sensitive to is an aspect of that individual's or group's characterization. These events are 
usually categorized in terms of event types that are recognized by the culture (event 
coding), which implies the recognition of a particular, culturally shared meaning. 
Mesquita and Frijda (1992) assumed that these event-type schemata constitute one of the 
major pathways by which social perspectives and moral values enter the cognitive 
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structure that elicits emotional appraisal. Appraisal processes here can be conceived of 
as a series of checks with respect to a set of dimensions such as positive or negative 
valence, causation by someone else or the self, blameworthiness, outcome uncertainty, 
controllability, and modifiability. A series of such checks describes the emotional 
significance of an event (Frijda, 1986; Ortony, Clore, & Collins, 1988; Roseman, 1984; 
Scherer, 1984). 
Mesquita and Frijda (1992) concluded that antecedent events, event coding, and appraisal 
are closely linked. Events are often coded in a particular way, and particular codings often 
entail particular means of appraisal. For instance, when an illness is coded as an outcome 
of witchcraft, it is necessarily understood as harmful, because of someone's agency, and 
difficult to control. Yet the components of event, coding, and appraisal are subject to 
separate sources of individual and cultural variation. Furthermore, cultural diversity in 
antecedent events and the effect it has on various emotional states may be seen by looking 
at the emotions of joy and happiness, sadness and grief, fear and anxiety, and anger and 
rage (Scherer & Wallbott, 1994). 
It is very evident that antecedent events shared with other members of family or society 
will reinforce the emotional reaction of the individual, especially when it is culturally 
coded in a particular way. 
2.3.4.3. Individualism and Collectivism 
The influence of these cultural dynamics on emotions may be understood in terms of 
social roles and structures known as ingroups/outgroups. Matsumoto (1991) described 
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the self-ingroup relations as those which provide the safety and comfort requisite for free 
emotional expression and which tolerate a broad spectrum of emotional behaviour, while 
self-outgroup relationships are those which do not provide this flexibility and tolerance. 
People are more comfortable in expressing emotions to their families than to strangers 
in public, since the relationship with their families provides an environment in which 
emotions may be expressed in ways that could not be understood or perhaps tolerated by 
strangers. 
Triandis, Botempo, Villareal, et al. (1988) indicated that the meanings of self-ingroup and 
self-outgroup relationships are culturally diverse and lead to cultural differences in 
emotional behaviour. Cultures with an individualistic orientation have more ingroups, 
and their societal survival is dependent in large measure upon an individual's efficiency 
and striving rather than upon groups within the society. In collective cultures, by contrast, 
people belong to outgroups, and their societal survival is much more dependent upon the 
effective functioning of groups than upon individual achievement (Matsumoto, 1991). 
Because of these cultural differences in group relationships between individualism and 
collectivism, Matsumoto (1991) argued that collective cultures will foster emotional 
displays that maintain and facilitate group cohesion, harmony, and cooperation to a 
greater degree than individualistic cultures. He suggested also that the degree to which 
emotions are communicated in a culture varies according to how well they facilitate or 
hinder group cohesion. For example, Japanese people are more likely than Americans to 
suppress negative emotions because their collective culture demands a greater degree of 
harmony within its ingroups. Yet Japanese people would be more inclined than 
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Americans to express negative emotions if it would facilitate group cohesion. 
Matsumoto (1991) found a wider variety of emotional behaviours within individualistic 
cultures than within collectivist cultures. Individualistic cultures valued this variety, 
while collectivist cultures discouraged it. He also found that the amount of emotional 
behaviour in individualistic cultures is larger than in collectivist cultures. 
One can agree that people in collectivist cultures, such as the UAE's, are more 
comfortable in expressing and sharing their emotions with their families and other 
intimate relatives. Hence, there is much less emotional behaviour in these cultures than 
in the individualistic cultures. 
2.3.4.4. Context Diversity 
Context is the social and physical environment in which communication occurs, and 
includes the preceding and consequent facial expression, as well as body positions and 
movements, words and vocal tones, the nature of the setting, what has been happening 
previously, and who else is present (Ekman, Friesen, & Ellsworth, 1989, cf. Porter & 
Samovar, 1998). 
Porter and Samovar (1998) provided a notion of context that has two dimensions. First, 
the social context influences the interpretation of emotions. This notion of context is 
reflected by the environment in which communication occurs; hence, the social 
environment helps to determine which emotions may be displayed, and aids in the 
interpretation of those emotions. The second dimension of the context is expressed by the 
77 
term `high- and low-context cultures' (Hall, 1976; cf. Porter & Samovar, 1998); Hall 
categorized cultures as being either high- or low-context, depending on how much 
meaning their members attach to settings. The high- and low-context of cultures affects 
the types of messages that are created within those cultures. Therefore, contextual 
differences lead to cultural diversity in expression. In high-context cultures relatively 
little information is actually contained in verbal messages or facial expression. These 
cultures enjoy a consistency of messages that produces consistent responses to the 
environment, and, because of tradition and history, these cultures change very little over 
time. 
In low-context cultures, by contrast, most of the information is contained in the verbal 
message or in facial and bodily movements. Participants lack a large pool of common 
experiences, which means that whenever they interact with others they need detailed 
background information (Hall & Hall, 1990, cf. Porter & Samovar, 1998). 
One can conclude that this point is relevant to the present study because the context of 
our communication varies widely between different high- and low-context cultures. 
2.3.4.5. Non-verbal Communication 
It is well established that culture can affect non-verbal communication (Porter & 
Samovar, 1998). Tsunoda (1979) has shown how cultures transform simple behaviours 
into many different messages. He indicated that in our interactions with people from 
different cultures, we encounter non-verbal displays with meanings unique to their culture 
or sub-culture. Erickson (1979) studied, through slow-motion analysis of film, 
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characteristic ways of speaking and listening among Blacks and Whites in an interview 
situation, and found that their styles of listening and speaking are quite different. This, 
he said, may be related to cultural differences between Blacks and Whites in the timing 
of kinesic activity (e. g., head nods, eye contact) and speech that reflects understanding 
and paying attention. 
Rosenthall, Hall, Archer, et al. (1979) developed an instrument designed to measure 
differential sensitivity to various channels of non-verbal communication (the Profile of 
Nonverbal Sensitivity Test, PONS). They found that a number of groups (e. g., 
cross-cultural, psychopathological, by sex, and by age) showed differential ability in 
interpreting information transmitted through the different non-verbal channels measured 
by the PONS. Hall (1979) summarized the effect of culture on such non-verbal 
communication, and indicated that it is evident that culture, for the most part, has been 
oriented towards the past and has had as one of its principal functions the provision of 
models that allow the members of a given culture to have clear-cut ways of relating to 
each other. He revealed that no culture has developed special skills in relating to outsiders 
in any terms other than its own. 
2.3.4.6. Language 
The impact of culture on emotional expression can be seen in its determination of how 
such feelings as happiness, sadness, and anger should be expressed (McConatha, 
Lightner, & Deaner, 1994). Matsumoto and Assar (1992) have indicated that all 
languages derive from and represent the cultures from which they originate. To see the 
connection between language and culture they compared the American English culture 
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and language to the Japanese culture and language. They found that the American culture 
is less structured, places little emphasis on social positions, and permits significant 
individual variation in adhering to the rules of the culture. Concomitantly, their language 
is a relatively complex one that involves rules of grammar and syntax but contains many 
exceptions to these rules. Thus American English tends to be relatively independent of 
social context and varies little even when differences exist in the social positions of the 
persons interacting. 
Japanese culture and society, on the other hand, are bound by rigid rules that govern 
social relationships and social status in all aspects of life. Their language is rigid and 
highly structured, and also employs rules of grammar and syntax B but allows very few 
exceptions to those rules. The Japanese language differs substantially in various social 
situations; for example, if a Japanese person is speaking to someone of lower social 
position, he or she is permitted to speak in a particular way. 
Russell (1991) reviewed ethnographic and cross-cultural studies on emotion lexicons. He 
found that these studies hint that different languages provide different categories for the 
emotions; at the same time, other evidence revealed similarity in emotion categories 
across different cultures and languages. In a further step, Russell (1991) examined 
evidence and hypotheses relating to how emotions are categorized in different languages 
and cultures. He concluded that people of different cultures and languages categorize the 
emotions somewhat differently. The boundaries around the domain appear to vary, as do 
divisions within the domain. Thus, neither the word emotion nor words for even allegedly 
basic emotions, such as anger and sadness, are universal. Russell (1991) emphasized that 
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the presence of differences between cultures in categorizing emotions does not mean that 
these categories do not exist within particular cultures, but that both similarities and 
differences in how the emotions are categorized exist in different languages and cultures. 
Fernando (1991) reviewed the emotions and their expressions. He indicated that 
complicated personal, cultural and social meaning complexes may fashion the way in 
which emotion is expressed through behaviour, and that the socio-cultural context in 
which an emotion is felt and expressed may affect the outcome. He added that emotions 
may be suppressed, distorted or exaggerated for psychological, social or cultural reasons; 
some feelings, or the way they are expressed, may be designated as illness. Fernando 
(1991) went on to state that feelings may be expressed in terms of idioms that have 
become imbued with meaning through usage underscored by symbolic associations. 
Inevitably, such idioms of feeling states are heavily determined by habits and traditions 
arising from culture as well as contextual factors and personal inclinations. The validity 
of these idioms stems from their usefulness as forms of expression and/or adaptation for 
the individual. Thus, the socio-cultural dimensions of emotional expression are varied 
and complex. 
In studying the idiomatic expression of psychosocial distress, Nichter (1981), an 
anthropologist, proposed that the judgment of a particular idiom of distress as normal or 
abnormal, or adaptive or maladaptive, should not be made until the following have been 
considered: an individual's socio-cultural constraints on and opportunities for expression, 
alternative modes of expression, personal and cultural meaning and social ramifications 
of employing modes, and a person's past experience and familiarity with alternative 
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modes. 
Fernando (1991) has argued that the question of communication and rapport between 
patient and physician is fundamental to the idioms used for the expression of distress. In 
situations where both participants in an interaction have similar understanding of the 
idioms, communication is easy and the idioms of expression that are natural to both can 
be usefully employed. But if there is a cultural gulf between them, problems arise. 
Fernando believes that such a gulf can be overcome by knowledge, which can be obtained 
from the patient, but this may be blocked if the interaction takes place in a context where 
the physician is influenced, consciously or unconsciously, by racist value judgements of 
the patient or his/her culture. 
It is clear that the literature on the linguistic diversities and the cultural dynamic that 
affect emotional expressions shows that the effect of culture on linguistic diversities 
appears in the following: (1) the judgements of emotion; (2) the categories of emotion; 
and (3) the framing of communicative behaviour. This is because different cultures and 
languages provide different categories, frames and judgements, although there are some 
similarities as well. 
2.3.5. The Effect of Culture on the Concept of Depression 
Marsella, Sartorius, Jablensky, et al. (1985) have indicated that popular conceptions of 
depression are similar to the medical description. The current medical conception of 
depression asserts that it is a psychiatric syndrome characterized by specific affective, 
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cognitive, behavioural, and somatic symptoms. Indo-European languages have many 
words that refer to depressive experiences. Marsella and his colleagues (1985) stated that 
this view may be unique to European and North American cultures since equivalent 
concepts of depression are not found among many non-European groups. 
Thus Marsella and his colleagues discussed a definition of culture that not only involves 
an external variable involving artefacts and practices of particular ethnic groups, but also 
an internal variable represented in knowledge, beliefs, attitudes, cognitive styles, 
self-referent systems, and other varieties of subjective experience relevant to depression. 
They argued that cultural factors constitute an important context for all aspects of 
depressive experience and disorder which must be considered if an accurate 
understanding of depression is to be achieved. They added that a definitive answer would 
require a careful appraisal of the emic conceptualization of depression. They reviewed 
many studies concerning the concept of depression among different cultural groups such 
as Nigerians, Chinese, Canadian Eskimos, Japanese, and Malaysians. They concluded 
that the fact that no conceptually equivalent terms for depression exist in many 
non-European cultures does not mean that depressive disorders do not exist. Rather, it is 
possible that the subjective experience of depression, its behavioural manifestations, and 
the social responses to it may vary across cultures. 
Several investigators have conducted empirical studies regarding the conceptualization 
of depression across cultures. For example, Leff (1973) reported that developed 
(Western) countries show a greater differentiation of emotional states (e. g., depression 
and anxiety) than developing countries. He also reported that data from a US/UK project 
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indicated that a group of Black American patients showed significantly less emotional 
differentiation than a matched group of White American patients. 
In 1974 Leff expanded his research to explore any possible differences between 
psychiatrists from the various cultures in the way in which they perceived patients' verbal 
expression of emotion. He found that psychiatrists from developed centres agreed with 
psychiatrists from developing centres in their perception of the degree of emotional 
differentiation shown by patients from developed centres. However, their ratings of 
patients from developing centres indicated a significant disagreement. Psychiatrists from 
developing centres saw these patients as exhibiting a relatively low degree of emotional 
differentiation, whereas their colleagues from developed centres rated them significantly 
higher in this respect. Leff (1974) concluded that the assessment by the developing centre 
psychiatrists was more likely to be accurate. 
Later on, Leff (1977) indicated that the local cultural meaning of being depressed varies 
widely both with patient's language family and with differentiation of emotional 
terminology. Hence Leff's works strongly support the contention that the diagnosis of 
depression is influenced by the perceptions of both patients and psychiatrists. 
Gada (1982), in his study of 100 depressed patients from western India, reported that 
there are significant differences in the symptomatology of depression between western 
Indian and north Indian depressed patients, and between western Indian and south Indian 
depressed patients. Gada (1982) indicated that some of these differences are likely to 
have been determined by differences in the numbers of endogenous and neurotic 
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depressed patients in the samples; others are likely to have been a reflection of 
background cultural factors, as India is a country where socio-cultural and religious 
practices differ significantly from region to region. Gada (1982) also found that, relative 
to British depressed patients, somatic symptoms, hypochondriasis, anxiety, and agitation 
presented in a significantly larger percentage of Indian depressed patients, while guilt 
feelings and obsessional and paranoid symptoms were significantly less frequent. 
So it is clear that the concept of depression is affected by the patient's language family 
as well the perceptions of the psychiatrists and the reflection of other background cultural 
factors. 
Furnham and Malik (1994) compared native Britons' and Asian-Britons' (from the Indian 
sub-continent) beliefs about the causes and cures of depression. They found that 
middle-aged Asian migrants significantly differed from the middle-aged British and 
young Asian samples in their beliefs about depression and anti-depressive behaviour. 
Furnham and Malik (1994) concluded that perceptions of the causes and symptoms of 
depression and appropriate anti-depressive behaviour were mediated by cultural values 
and beliefs that the individual was exposed to in their formative years, which 
subsequently affect their tendency to recognize, report and seek help for depression. 
Furthermore, various writers, including Chang (1985,1988), Fernando (1988), Furnham 
and Kuyken (1991), Leff (1988), and Prince (1990), have pointed out that culture 
establishes not only what constitutes an illness, but also the appropriate response to that 
illness. Thus, culture affects the way in which biological changes in the body and 
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psychological factors are perceived and acted on or not acted on, depending on 
expectations, taboos and current knowledge of cause and effect in that culture (Rack, 
1982, cf. Furnham & Malik, 1994). Hence, it can be argued that the experience of 
symptoms is, in part, determined by culture, which in turn affects the account of the 
illness given to the professional (Fumham & Bochner, 1990, cf. Furnham & Malik, 
1994). In other words, non-Western populations do experience depression but they 
respond to it differently. 
Yet another approach to understanding the conceptualization of depression across 
cultures has been the study of indigenous categories of mental disorder. Marsella (1980) 
reviewed a number of these studies (e. g., Resner & Hartog, 1970, in Malaysia; Schmidt, 
1964, in Borneo; Prince, 1964, Edgerton, 1966, and Orley, 1970, in Africa; and Boyer, 
1964, among American Indians). He found that in all these studies there were no concepts 
that represented depression as either a disease symptom or a syndrome. Marsella (1980) 
claimed that this fact should not be taken lightly, since it points to a possible bias among 
many Western-oriented investigations that pay little heed to indigenous conceptions of 
disorder in arriving at conclusions regarding the distribution and expression of 
depression. He noticed that it becomes apparent in the various reports regarding the 
conceptions of depression is that the term is not well represented among the lexicons of 
non-Western people. He indicated that this does not mean that depression, as it is defined 
in the West, is absent in cultures that do not have conceptually equivalent terms, but that 
it is conceptualized differently and may be experienced differently. 
Marsella (1980) argued that although individuals from different cultural groups may have 
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similar psychological states, the recognition, interpretation, and behavioural 
representation of problems may vary across cultures, and the social response to the 
behavioural representation may also differ. He therefore concluded that depression would 
be embedded in an entirely different context and assume an entirely different meaning 
across different cultures. 
In contrast, Bebbington (1993), from his transcultural point of view, indicated that the 
concepts of depressive disorder were developed within a Western intellectual culture, and 
that the utility of these concepts would be enhanced if their applicability extended beyond 
their culture of origin. He argued that there is no doubt that some cultures use 
conceptualizations of the form of dysphoria which differ from the syndromes employed 
by Western scientists. However, it can likewise be argued that this fact, while of intrinsic 
interest, is not necessarily relevant to the cross-cultural identification of those syndromes. 
In other words, the fact that some cultures organize their concepts of dysphoria in a 
different way does not mean that Western syndromes cannot be applied within those 
cultures. All this requires is that most of the symptoms that constitute the syndromes can 
be recognized. 
Bebbington (1993) provided many examples to emphasize his point of view. For 
instance, he discussed the findings of Binitie (1975), indicating that although Binitie 
found that suicidal ideation and guilt were less common in Nigerian than English 
subjects, depression could certainly be recognized in the former by the presence of 
depressed mood, somatic symptoms and motor retardation. Bebbington concluded that 
these differences were matters of degree and in any case were not large. He emphasized 
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that the transcultural perspective illuminates the essentially Western psychiatric 
conceptualizations of depression. However, the virtues of regarding diseases as heuristic 
categories affording a framework for clinical investigation are twofold: the validity of 
other conceptualizations is readily acknowledged, but, by the same token, their existence 
does not invalidate the use of the disease categories themselves. It is clear that although 
Bebbington tried to emphasize the transcultural aspects of depression, he could not ignore 
its cross-cultural aspects. 
Going beyond these observed cultural correlates of depression, a number of elaborate 
theories have been proposed to account for both the origin of and the variation in 
depression. Fundamentally, these theories have assumed either psychodynamic or 
social-psychological conceptual frameworks (Berry, Poortinga, Segall, et al., 1992). 
Marsella (1980) discussed these theories in terms of the following variables emphasized 
by the theorists. 
(1) Family structure. Extended families provide more elaborate social support, close 
mother-child relationships, and reduced risk of loss of loved ones. 
(2) The conforming personality. Depression is more likely to occur among highly 
socialized individuals who tend to conform to societal and parental pressures. Marsella 
(1980) indicated that this hypothesis failed to confirm the notion, and the cross-cultural 
evidence also conflicts with the conformity hypothesis, since depression rates appear to 
be much lower in those cultural milieus that stress conformity rather than individuality. 
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(3) Social cohesion. Depression rates would be higher among women, members of highly 
traditionalized and tightly knit social groupings. These ideas received some support from 
many of the studies cited by Marsella (1980). Yet the social cohesion idea is in conflict 
with many epidemiological studies of traditional societies, which have shown that 
depression rates are extremely low. Marsella explained that it may be due to the fact that 
the social cohesion concept is part of a much larger and more complicated equation of 
variables that must be used to predict depression rates. 
(4) Psychological defences. Depression may be low in certain non-Western cultures 
because of the reliance on psychological defences that are socially sanctioned. 
(5) Mourning rituals. Low rates of depression may result from ritualized and overt 
expressions of grief. 
(6) The expression of aggression. Cultures providing outlets for aggression will 
experience low levels of depression. 
(7) Self-structure. Patterns of symptom expression found among different ethnocultural 
groups may be related to the nature of the self-structure, which is conditioned in such a 
way that if a culture conditions a view of self as somatic functioning, somatic symptoms 
will dominate the picture. In contrast, if a culture conditions a view of self as an 
existential process, existential complaints will dominate. 
Marsella's (1980) own theory involves a cultural dimension of epistemic orientations 
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(that is, objective versus subjective orientation). In the relatively objective type of culture 
there is an abstract language and individuated self-structure; by contrast, in subjective 
types of culture there is a metaphorical language and more communal structure. 
According to Marsella, depression takes a primarily affective and cognitive form in 
cultures with objective orientation and is experienced as a sense of isolation, while it 
takes a primarily somatic form in cultures with subjective orientations. 
In general, depression appears to be related to both the quantity and quality of stresses 
presented in a culture, especially during the critical period of childhood, when object 
attachments are being formed. There is no doubt that there are strong theoretical grounds 
for expecting differences in the frequency and manifestation of depression across 
different cultures. Marsella (1980) indicated that most theoretical interpretations are 
based on psychodynamic and/or social-psychological precepts. However, there is an 
absence of systematic empirical studies based on these concepts. 
Hence, one is faced with the challenges of devising ways or inventing research 
instruments to test the validity of these psychodynamic and social-psychological 
theoretical interpretations of depression. 
2.4. Coping Strategies 
2.4.1. The Concept of Coping 
The concept of coping has been important in psychology for over 40 years (Lazarus & 
Folkman, 1984). It is currently the focus of an array of psychotherapies and educational 
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programmes which have as their goal the development of coping skills. The subject of 
coping has also received widespread lay attention, but despite the rich history and 
popularity of the concept, there is little coherence in theory, research, and understanding 
_it 
is at best confused (Lazarus & Folkman, 1984,1991). 
The concept of coping has been managed with different approaches. It will therefore be 
useful to clarify these approaches in order to describe the conceptualization of coping 
more fully. 
2.4.2. The Traditional Approaches 
Traditional approaches to coping emerged from two separate and distinct literatures: 
animal experimentation and psychoanalytic ego psychology. Lazarus and Folkman (1984, 
1991) stated that within the animal model, coping is frequently defined as acts that 
control aversive environmental conditions, thereby lowering psycho-physiological 
disturbance. The central theme of the animal model, they indicated, is the unidimensional 
concept of drive or arousal, and research centres largely on avoidance and escape 
behaviour. Lazarus and Folkman argued that what could be learned from this model about 
human coping, which includes cognitive coping and defence, is modest. 
In the psychoanalytic ego psychology model, coping is defined as realistic and flexible 
thoughts and acts that solve problems and thereby reduce stress. Lazarus and Folkman 
(1984,1991) found that the main difference between the treatment of coping in this 
model and that of the animal model is the focus on ways of perceiving and thinking about 
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the person's relationship with the environment. This means that the psychoanalytic ego 
psychology model is centrally concerned with cognition. Lazarus and Folkman also 
revealed some other differences between these two models. They indicated that the 
psychoanalytic ego psychology approach differentiates a number of processes that people 
use to manage troubled relationships. They concluded that systems of coping based on 
the ego psychology model generally conceive of a hierarchy of strategies that progress 
from immature or primitive mechanisms, which distort reality, to mature mechanisms. 
According to Lazarus and Folkman (1984,1991), psychoanalytic ego psychology 
approaches have dominated coping theory, and have also dominated coping 
measurement. Measurement approaches in this model have tended to assess coping traits 
(i. e., properties of persons that dispose them to react in certain ways) and styles (i. e., 
broad ways of relating to particular types of people or situations, similar to traits but 
differing in degree), rather than processes. For example, the Type A behaviour pattern can 
be thought of as a coping style that includes behavioural, motivational, and cognitive 
properties. 
Lazarus and Folkman (1984,1991) have criticized these approaches, arguing that the trait 
and style approach to coping is inevitably incomplete. Measures of coping traits and 
styles are not good predictors of actual coping processes. Lazarus and Folkman indicated 
that this approach underestimates both the complexity and the variability of the ways in 
which people actually cope. They also criticized the application of the concept of 
automatized adaptive behaviour in the traditional approaches to coping. They indicated 
that coping implies effort, whereas automatized adaptive behaviours do not. They added 
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that many behaviours are originally effortful, but become automatized through learning 
processes. 
Lazarus and Folkman (1984,1991) stated that coping must be viewed as efforts to 
manage stressful demands regardless of outcomes, since the psychoanalytic model 
considers the unsuccessful or less successful efforts to deal with stress as defence. They 
therefore emphasized that no strategy should be considered inherently better or worse 
than any other judgements as to the adaptiveness of a strategy must be made contextually. 
Furthermore, Lazarus and Folkman stated that coping should not be equated with mastery 
over the environment, because many sources of stress cannot be mastered, and effective 
coping under these conditions is whatever allows the person to tolerate, minimize, accept, 
or ignore what cannot be mastered. 
2.4.3. Coping Processes Approach 
This approach has been developed by Lazarus and his colleagues (e. g., Folkman, 
Schaefer, & Lazarus, 1979; Coyne & Lazarus, 1980; Lazarus & Folkman, 1984,1991). 
In order to understand the coping processes approach, it is important to emphasize that 
it is based on the cognitively oriented theory of stress and coping developed by Lazarus 
and his colleagues. This theory posits two processes, which will now be discussed. 
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2.4.3.1. Cognitive Appraisal 
In order to understand how one can deal with stress, it is necessary to know the 
significance or the meaning of the event to the individual (e. g., Averill, 1973; Bulman & 
Wortman, 1977; Thompson, 1981). Within the theoretical formulation offered by Lazarus 
and his colleagues, the meaning of an event is determined by cognitive appraisal 
processes. 
Lazarus and Folkman (1984,1991) have described two forms of appraisal. Primary 
appraisal is appraisal of the situational demands and how they interfere with goals; in 
other words, what is at stake for the individual concerned. This includes an appraisal of 
whether the situation involves harm/loss, threat or challenge, the degree of permanence, 
costs, etc. Secondary appraisal is appraisal of one's own coping resources, of what 
personal and social resources one can draw upon, as well as what can be done. 
Lazarus and Folkman (1984,1991) argued that neither of these two forms of appraisal 
should be assumed to occur before the other, or to be the more important. The two 
processes can occur simultaneously and will influence each other. For example, if an 
individual, in his or her secondary appraisal, does not have the resources available to deal 
with the stress, it may cause the primary appraisal to perceive a greater threat than might 
otherwise be the case. Lazarus and Folkman also asserted that appraisals are not static 
and are not made only at one point in time, influencing all future behaviours. There is a 
continuous process of appraisal and reappraisal. 
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2.4.3.2. Coping 
Lazarus and Folkman (1984) defined coping as constantly changing cognitive and 
behavioural efforts to manage specific external and/or internal demands that are appraised 
as taxing or exceeding the resources of the person. They argued that these cognitive and 
behavioural efforts are constantly changing as a function of continuous appraisals and 
reappraisals of the person-environment relationship, which is also changing. 
Lazarus and Folkman (1984) and Folkman (1984) have indicated that there are three main 
features of this definition of coping. First, it is process oriented, meaning that it focuses 
on what the person actually thinks and does in a specific stressful encounter, and on how 
this changes as the encounter unfolds. Second, this definition views coping as contextual: 
it is influenced by the person's appraisal of the actual demands in the encounter and the 
resources for managing them. Folkman (1984) stated that the emphasis on context means 
that particular personal and situational variables together shape coping efforts. Third, 
coping is changeable: it is a shifting process in which a person must, at certain times, rely 
more heavily on one form of coping, and at other times on another form. Thus, there are 
no a priori assumptions about what constitutes good or bad coping. 
2.4.3.2.1. Functions of Coping 
Coping has two main functions: the regulation of emotion or distress (emotion-focused 
coping) and the management of the problem that is causing the distress (problem-focused 
coping) (Lazarus & Folkman, 1984). Support for the existence of these two functions 
comes from numerous investigators (e. g., Kahn, Wolfe, Quinn, et al., 1964; Mechanic, 
1962) and they have long been implicitly recognized by clinicians (e. g., Hay & Oken, 
95 
1972; Goldstein, 1980). Folkman and Lazarus (1980) have shown that both forms of 
coping are used in most stressful encounters and that the relative proportions of the two 
forms vary according to how the encounter is appraised. For example, emotion-focused 
forms of coping are more likely to occur when there has been an appraisal that nothing 
can be done to modify harmful, threatening, or challenging environmental conditions. 
Problem-focused forms of coping, on the other hand, are more probable when such 
conditions are appraised as amenable to change. 
Lazarus and Folkman (1984) reviewed the literature regarding coping functions and 
found a wide range of coping strategies which consist in one or other form of coping 
function. For instance, in the emotion focused forms, they found two groups of processes. 
First, cognitive forms of emotion-focused coping lead to a change in the way an 
encounter is construed without changing the objective situation. These strategies are 
equivalent to reappraisal. One large group of these forms consists of cognitive processes 
directed at lessening emotional distress, and includes strategies such as avoidance, 
minimization, distancing, selective attention, positive comparisons, and wresting positive 
value from negative events. A smaller group of cognitive strategies is directed at 
increasing emotional distress. Lazarus and Folkman (1984) suggest that some individuals 
need to feel worse before they can feel better; in other words, in order to get relief they 
first need to experience their distress, and to this end engage in self-blame or some other 
form of self-punishment. 
Secondly, emotion-focused coping strategies do not change the meaning of an event 
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directly; the meaning of an encounter can remain the same even if some of its aspects are 
screened out, or if thoughts about the encounter are put aside temporarily. This form of 
coping includes behavioural strategies such as engaging in physical exercise to get one's 
mind off a problem, meditating, having a drink, venting anger, or seeking emotional 
support. These strategies can lead to reappraisals but are not themselves reappraisals. 
In problem focused forms of coping, strategies are similar to those used for problem 
solving. Problem-focused efforts are often directed at defining the problem, generating 
alternative solutions, weighing the alternatives in terms of their costs and benefits, 
choosing among them, and acting. Lazarus and Folkman (1984), according to Kahn, 
Wolfe, Quinn, et al. (1964), have discussed two major groups of problem-oriented 
strategies: first, those directed at the environment, which include strategies for altering 
environmental pressures, barriers, resources, procedures, and the like; second, those 
directed at the self, which include strategies that are directed at motivational or cognitive 
changes such as shifting the level of aspiration, reducing ego involvement, finding 
alternative channels of gratification, developing new standards of behaviour, or learning 
new skills and procedures. 
Lazarus and Folkman (1984) realized that the number of problem-focused forms of 
coping that are applicable across diverse situations seems relatively limited when 
compared with the vast array of emotion-focused strategies discussed in the literature. 
They also indicated that the definition of problem-focused coping strategies is to a certain 
extent dependent on the types of problems being dealt with, and that trans-situational 
comparisons of problem-focused coping strategies are more difficult than trans- 
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situational comparisons of emotion-focused strategies. 
The above theory of functions of coping can be applied to any culture. In developing 
cultures it seems that the emotion-focused coping strategies are more applicable than 
other coping strategies. 
2.4.3.2.2. Sources of Coping 
Lazarus and Folkman (1984) indicated that the ways in which people actually cope 
depend heavily on the resources that are available to them and the constraints that inhibit 
use of these resources in the context of the specific encounters. These resources include: 
health and energy; existential beliefs (e. g., about God), or general beliefs about control; 
commitments, which have a motivational property that can help to sustain coping; 
problem-solving skills; social skills; social support; and material resources. 
Lazarus and Folkman (1984) also suggested that coping may be determined by constraints 
that mitigate against the use of resources. These constraints are: (1) personal constraints, 
which are internalized cultural values and beliefs that proscribe certain types of action or 
feeling, and psychological deficits that are a product of the person's unique development 
(for example, people may have at their disposal many forms of social support in a crisis 
but be unable to use them because of how they construe this support); (2) environmental 
constraints, which include demands that compete for the same resources, and agencies 
or institutions that are needed for coping efforts. 
Along with resources and constraints, the level of threat that the person experiences plays 
98 
a role in determining coping. The extent to which a person feels threatened is in part a 
function of his or her evaluation of coping resources with respect to internal and external 
demands in a particular situation, as well as the constraints inhibiting their use. Level of 
threat, in turn, influences the extent to which available resources can be used for coping. 
For instance, the greater the threat, the more primitive, desperate, or regressive 
emotion-focused forms of coping tend to be, and the more limited the range of 
problem-focused forms of coping tends to be. 
2.4.3.2.3. Control or Coping 
One of the primary appraisal processes that has received the most attention in research 
on coping has been that of control. Intuitively, it would seem that to cope with a situation 
is to attempt to control it, whether by altering the environment, changing the meaning of 
the situation, and/or managing one's emotions and behaviours. 
The cognitive-transactional view of coping suggests that coping strategies will have 
beneficial effects only when they fit the situation. For example, Lazarus and Folkman 
(1984) suggested that practical coping will be beneficial only when a situation is within 
the individual's control. If it is not within the individual's control, emotion-focused 
coping will be more beneficial. Folkman (1984) argued that the distinction between, on 
the one hand, control of sense or beliefs in general and control appraisal, and, on the other 
hand, control as coping, is essential if there is to be clarity about these important concepts 
in stress and coping theory and research. 
Many investigators have tried to clarify these distinctions. For instance, Rothbaum, 
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Weisz, and Snyder (1982) suggested a two-category taxonomy of control: primary 
control, denoting attempts to change the environment; and secondary control, denoting 
attempts to fit in with the environment or flow with the current. Lazarus and Folkman 
(1984) discussed this work and realized that the key word in their distinction between the 
two forms of control is attempt, which places these concepts in the category of coping 
rather than belief or appraisal, although they actually seem to be speaking of a kind of 
appraisal. Averill (1973) also implicated efforts in his discussion of control. He 
distinguished between three forms of control: behavioural control (direct action on the 
environment which needs effort); cognitive control (the way a potentially harmful event 
is interpreted); and decisional control (the range of choice available to the individual). 
Folkman (1984) indicated that it may be difficult to separate control as an appraisal 
process and control as a form of coping. Therefore, in disaggregating the concept of 
control with respect to its appraisal and coping functions, it is better to define the 
pathways through which control affects the outcomes of stressful encounters and short- 
and long-term adaptational outcomes (Lazarus & Folkman, 1984). 
In my view it is more favourable to define the effect of control by the outcomes of the 
stressful encounters, as well as by the short- and long-term adaptational outcomes. 
2.4.4. Coping and Depression 
Depression as an emotional aspect of human behaviour has received a great deal of 
attention with regard to its aetiologies, symptoms, courses, and treatment. But the 
relationship between, on the one hand, coping and depression or emotion in general, and 
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how depressed people cope, and, on the other hand, the mediating effects of coping on 
depression, have not been widely investigated. Folkman and Lazarus (1991) attempted 
to study the relation between emotion and coping. They tried to evaluate the idea that 
coping is a response to emotion, and to offer a broader view based on cognitive and 
relational principles concerning the processes of emotion and coping. They indicated that, 
in order to understand the relationship between emotion and coping, it is essential to view 
them from the standpoint of processes, which means refering to the changing character 
of what the person thinks and does during the unfolding of specific person-environment 
encounters and across encounters. 
Folkman and Lazarus (1991) concluded that two principles must be taken into account 
when studying the relationship between emotion and coping. The first is that every 
encounter, even the most simple, is usually complex and contains multiple facets and 
implications for well-being that either exist side by side or arise sequentially. In order to 
understand the emotion process, each emotion must be linked analytically to the cognitive 
appraisal that influences it. The second principle concerns the temporal and unfolding 
quality of emotion and coping processes. Having reviewed the social literature, especially 
that dealing with disaster, Folkman and Lazarus (1991) found that encounters involving 
harm or benefit often have three or more stages: anticipation, confrontation, and post- 
confrontation. They placed coping within these stages and indicated that coping in 
anticipation offers an important opportunity to influence what happens at the point of 
confrontation by preventing or ameliorating harm or facilitating benefit. After 
confrontation, coping must be aimed at managing the consequences and their 
implications for the future. 
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Accordingly, emotions constantly shift throughout this process according to the changing 
status of the person-environment relationship. These two principles highlight the complex 
and dynamic nature of emotions and coping in social encounters and point the way for 
researchers to investigate empirically the precise mechanisms through which coping 
mediates the emotional response (Folkman & Lazarus, 1991) 
Depression researchers who have investigated how depressed people cope with everyday 
difficulties have borrowed a common strategy from the stress literatures. For example, 
Coyne (1982) has suggested that one will not achieve an adequate model of depression 
without an understanding of the depressed person=s ecological niche, typical responses, 
and resulting feedback. Coyne, Aldwin, and Lazarus (1981) studied depression and 
coping from the standpoint of existing cognitive models of depression in a number of 
significant ways. First, they elaborated on the role of coping, and recognized that it has 
an emotion-regulating function as well as a problem-focused function. Second, their 
focus on a person-environment unit suggests that the persistence of depression does not 
require a cognitive structure, schema, or style that moves from one situation to another 
without regard to feedback. Instead, they indicated that the depressed person may face 
situations that are intractable to, or even maintained by, the particular ways of coping that 
are chosen. 
Coyne, Aldwin, and Lazarus (1981) thought that theorists overestimated the consistency 
of the behaviour and cognitions of depressed persons. They argued that this consistency 
is a feature of a cycle in which depressed persons tend to appraise situations as 
concerning loss and threat of further loss, cope ineffectively, face distressing 
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circumstances, and, in turn, approach new situations burdened by this. Coyne (1982) 
indicated that the problems of depressed persons are not based solely in their cognition 
or perceptions of their circumstances, but in their transactions with their environments. 
On this basis of the interpersonal dimension of depression emphasized by Coyne (1976a, 
1976b), Coyne, Aldwin, and Lazarus (1981) found that the coping of depressed persons 
was characterized by seeking emotional and informational support and by wishful 
thinking, and that they did not differ from non-depressed persons in the amount of 
problem-focused coping or self-blame. Consistent with these results, Billings and Moos 
(1984) noted that coping responses directed toward problem solving and affective 
regulation were associated with less severe dysfunction, whereas emotional discharge 
responses, more frequently used by women, were linked to greater dysfunction. 
Mitchell, Cronkite, and Moos (1983) also found that greater levels of events and strains, 
and less family support, which provoke higher levels of depression, are accompanied by 
lower proportions of problem-focused coping. Depressed patients in Parker and Brown's 
(1982) sample reported socializing less and engaging in fewer distracting activities, and 
they rated themselves as more passive. 
Coyne and Downey (1991) concluded that the findings of studies on coping and 
depression indicate that persons with chronic depressive symptoms do more wishful 
thinking, escape-avoidance, confrontation, and support-seeking. They also indicated that 
the results from coping studies have not yet been particularly informative. Such studies 
offer little advice as to improving the coping of persons vulnerable to depression or other 
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forms of psychopathology. Some findings have suggested that particular coping patterns 
are positively related to symptoms or to the probability of being depressed. Coyne and 
Downey (1991) argued that this positive correlation may reflect nothing more than the 
fact that the respondents were already distressed when they began coping with a specific 
incident; he added that it may indicate that coping efforts become more intense but 
unfocused when things are not going well. 
Coyne and Downey (1991) also discussed the differences in how people report that they 
cope. They suggested that these differences may reflect differences in their circumstances, 
and that these may not readily be eliminated by matching or statistical controls. Coyne 
and Downey found that studies designed to identify the competencies that buffer 
individuals from the effects of stress almost inevitably confound competency both with 
level of upset at the time of the episode and with situational factors such as the quality 
of relationships with other persons involved in the incident. 
Coyne and Downey concluded that studies of coping need to give more attention to how 
people manage their close relationships. They suggested that the basic dimensions of 
problem- and emotion-focused coping will need to be supplemented by considerations 
of relationship focused coping: how people in distress deal with those with whom they 
have enduring relationships, with others who offer advice, or who can influence the 
situation, or with those who to some degree share their fate, despite disagreements and 
even hostility. 
One can conclude from the literature reviewed here that research to date is unable to 
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determine whether the way in which one copes can reduce the potential for distress or 
depressive disorder. This is because there is no single convincing theory to be adopted 
as a determinant of our coping strategies, and because of the wide diversities in cultural 
dimensions like religious beliefs, rearing pattern, and traditional trends of education, as 
well as the weather and other environmental factors. Coping is most likely to be 
multifactorial in nature. 
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Chapter 3 
United Arab Emirates (UAE)-Dubai 
3.1. Introduction 
In this chapter an attempt will be made to describe the culture of the United Arab 
Emirates (UAE), where this project took place. The core of the chapter consists of a 
discussion of the geographical and historical background of the UAE, of the modern 
UAE, and of how the discovery of oil affected different aspects of life, with special 
consideration given to education and health care (including mental health) services. Later 
in this chapter, the traditional role of women in the UAE and the current position of 
women will be discussed from the standpoint of legal protection, and marriage and 
family. The chapter ends with a consideration of some of the effects of social change 
upon women's mental health. 
3.2. Geographical Background 
The UAE lies on the eastern side of the Arabian peninsula, with coastlines along the 
Arabian Gulf and the Gulf of Oman. Its total area, including 200 islands, is 83,300 square 
kilometres, and it is inhabited by 2.38 million people. Most of its terrain consists of 
mountains or deserts; this was the main cause for its people living in the coastal cities or 
some inland oases like Al Ain, Al Dhaid, and Liwa. The people of the UAE are Arabs, 
whose history and culture date back at least 6,600 years. The UAE is one of the fastest 
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growing countries in the world and is the major economic force in the region (Dubai 
Municipality, 1995). 
3.3. Historical Background 
Before independence and federalization in December 1971, the UAE was known as the 
Trucial States, a loosely defined affiliation of the seven main emirates of the peninsula 
(Abu Dhabi, Dubai, Sharjah, Ajman, Umm al Qaiwan, Ras al Khaimah, Fujairah). Earlier 
it was designated the Pirate Coast, and much earlier, around 5,000 years ago, the land 
which is known as the UAE was part of Magan, bordering the Bitter Sea (Arabian Gulf) 
along with the neighbouring civilization of Dilmun (Bahrain) (Vine & Casey, 1992). 
Earlier still, the region was inhabited by Stone Age man. During this period, perhaps 
8,000 years ago, the less and region supported diverse wildlife, upon which man 
depended for food. Hundreds of stone tumuli, scattered along the foothills of Jebel Hafit 
near Al Ain in the Emirate of Abu Dhabi and dating from the end of the fourth 
millennium BC, provide one of the first indications of an organized settled society, who 
buried their dead with some ceremony; items found in their graves indicate links with 
Mesopotamia (Vine & Casey, 1992). 
However, early in the second millennium BC, for a number of reasons, all mention of 
Magan disappears from the written record. Vine and Casey (1992), in their work 
exploring the foundations and heritage of the UAE and its people, argued that it is 
possible that a shift to a more arid climate, accompanied by the encroachment of desert 
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sands, rendered living conditions rather arduous in southern Arabia, and forced the 
inhabitants into a more nomadic lifestyle. However, excavations have provided evidence 
that many important cities existed around some oases and on both Gulf coasts during the 
Hellenistic period, and that these were flourishing in the late first millennium BC as a 
result of their position on important trading routes. 
In 200 BC, the Persians extended their influence right along the western side of the Gulf, 
from Oman to Kuwait. Major population migrations into the territory of the lower Gulf 
continued to establish settlement patterns for hundreds of years to come. From the second 
century AD, the Azdites, a tribal group of Qahtani extraction, moved from their homes 
in Yemen, dominating the south-western and western slopes of the Hajar mountain range 
by the sixth century. From then on, the predominant population flow into south-east 
Arabia was from the north. Some of these migrants shared the Azdite (Qahtani) ancestry, 
others sprang from the Adnanian half of Arab genealogy. Although these major migrant 
groups dispersed in smaller units throughout the region, connections persisted between 
related family groups (Vine & Casey, 1992). 
Persian influence continued in one form or another until 600 AD, when the Prophet 
Mohammed despatched couriers to local tribes, seeking their support for his pan-Arab 
mission. The conversion of the local sun- and fire-worshipping population to Islam was 
rapid and constituted the most profound and enduring spiritual and social revolution ever 
to have affected this area. Following the Prophet Mohammed's death, a revolt in the 
region led to a major confrontation in 632 AD between local tribes and the Muslim army. 
This battle ended in a tremendous victory for the Mecca-based army, and from then on, 
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the lower Gulf was firmly part of the Muslim world (Vine & Casey, 1992). 
The meagre economic resources of the area were a fundamental problem as population 
increased with immigration and the radiation of the tribes across the entire region. Each 
individual tribal group was therefore faced with the task of effective and efficient 
utilization of its particular share of very limited resources. In this situation, the 
indigenous people were required to develop a high level of versatility in order to exploit 
all the economic resources available, and this factor did not change significantly over the 
centuries. The way in which these limited economic opportunities were utilized seems 
to have predetermined the intensely tribal structure of society, existing in its purest form 
right up until the discovery of oil in the region (Vine & Casey, 1992). 
Europe, too, made its impact on the lives of the indigenous population. This impact began 
with the Portuguese in the 15th century; they maintained a repressive presence in the 
region until 1653. The British interest in the region grew steadily as internecine rivalry 
weakened the power of the tribal leaders. After an attack led by the British on Ras al 
Khaimah, a treaty was signed in January 1820 between the British and the shaikhly rulers 
(Vine & Casey, 1992). 
The 19th century was a period of prosperity for some as the market for pearls expanded 
dramatically, leading to a marked increase in the settled population. But this relative flow 
of wealth was to dry up as the artificially cultured pearl gradually came to dominate an 
ever-diminishing market. By the 1950s, population estimates in the Trucial States showed 
a decrease in numbers for almost every tribe and coastal settlement. Emigration to find 
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work in the oil industries of neighbouring countries played a major role in this pattern. 
However, the country's indigenous population increased dramatically thereafter (Vine & 
Casey, 1992). 
In December 1971, following the British announcement of its plans for a rapid 
withdrawal, six emirates, Abu Dhabi, Dubai, Sharjah, Ajman, Umm al Qaiwan, and 
Fujairah, were united by a provisional federal constitution into an internationally 
recognized political entity under the presidency of His Highness Sheikh Zayed bin Sultan 
al Nahyan, ruler of Abu Dhabi. The six were subsequently joined, early in 1972, by Ras 
al Khaimah. The rulers of all seven emirates form the Supreme Council, the foremost 
decision-making body of the federation. Whilst the individual emirates retain full 
sovereignty over their national resources, the central government has exclusive legislative 
and executive powers, not only in key areas such as foreign affairs and defence but also 
in education, health, and electricity (Vine & Casey, 1992). 
Like all new states, the UAE has had its teething problems, but the stability and 
permanence of the federal structure has been reinforced by relative financial security and 
a gradual change of emphasis from regional to central administration. In the following 
sections, the effect of this rapid social change, and especially its effect on the women of 
the UAE, will be discussed. 
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3.4. The Modern UAE 
The discovery of oil in the region in the 1960s changed the Emirates radically, and the 
stable society which had prevailed for a long time and isolated the UAE's society from 
the outside world was affected drastically. 
The oil boom has brought enormous benefit to the UAE, but petroleum and gas exports 
are by no means the sole factors behind the country's advancement. The rush of oil was 
accompanied by a flurry of construction. Industrial plants sprang up around the country, 
high technology arrived in various forms, and the biggest dry docks in the world were 
built at Dubai, using the most modern methods available. At the same time, the UAE has 
undergone monumental changes in agriculture, education, and health care, with hospitals 
and clinics, schools and universities sprouting up around the country, like the wheat now 
growing across previously barren desert plains. Similarly, electricity has reached all 
corners of the Emirates, providing the power to maintain progress (Vine & Casey, 1992). 
One can state also that one of the best aspects of the modem UAE is that, despite its 
impressive achievements, its people have not abandoned their traditional Arab values. In 
a world where the influences of urbanization are eroding family life and spiritual and 
social traditions, the people of the Emirates hold these traditions in high esteem. The 
presence of Islam remains strong, and the religious habits of the people have remained 
unchanged. The UAE and its people have taken all the changes accompanied by the oil 
boom in their stride, ever mindful of the need to move with the times, but equally vigilant 
in ensuring that their past is not forgotten. Their centuries-old culture has been guarded 
as eagerly as any priceless heritage. 
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It is not simply the achievements of the UAE which impress, but also the short time-scale 
in which progress has taken place in different aspects of people's lives. One example is 
illiteracy, which was a feature of the population when the British departed - 
today the 
UAE is on the verge of achieving a completely literate population, a remarkable 
achievement in less than 30 years. As education has been a priority of the UAE since its 
inception, formal education in schools, colleges, and universities has grown at an equally 
impressive rate. In 1985-1986, there were over 250,000 pupils enrolled in State 
institutions or private schools, including the Universities; over 375 State schools were in 
operation throughout the country, with 10,777 teachers employed. 
The State schools were augmented by about 150 private schools, attended by 90,000 
students. In addition, several thousand students attend special schools run by the Ministry 
of Defence, and at least 6,000 students attend the Emirates University at Al Ain. Over 
half of the students at the University, which was opened in 1977, are girls; they study the 
same curriculum as their male counterparts but attend separate lectures. Within the field 
of adult education, the efforts of the UAE Women's Federation in providing literacy 
classes for women have been of considerable significance. Today, the UAE boasts a fully 
integrated educational system catering for more than half a million pupils and students 
(Vine & Casey, 1992). 
Another example of the impressive progress of the modem UAE is the health care 
services. As recently as 1971, the vast majority of the Emirates had no health service; yet 
today every population centre in the country, however small or remote, is covered by the 
national health service. Concurrent with this development, efforts to prevent illness have 
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been stepped up and programmes for the eradication of malaria and other diseases have 
met with considerable success. Progress in the field of educational and training 
programmes for nurses and doctors has also received a boost from the establishment of 
medical colleges associated with the national university. As part of the national health 
service efforts to encourage international cooperation in the medical field, regular 
seminars are held in the country, bringing in experts from all parts of the world. 
A sustained programme of hospital and clinic construction throughout the federation has 
greatly improved health care facilities for UAE residents. Private medical centres also 
provide many specialist services. 
Mental health services, on the other hand, have not received the same attention or 
resources as other health services. They have so far been given a very low priority. 
Ghubash (1992) provides a brief description of mental health services in the UAE. 
Ghubash states that before the establishment of any professional clinic or hospital for 
mental illness in the UAE, general practitioners were able to give some help to those 
suffering from mild disorders, but tended to treat major psychoses with small and 
ineffective doses of a variety of psychotropic drugs. Violent and excited patients were 
harboured in a ten-bed asylum at Hor El-Anz, in Dubai, under the medical care of police 
physicians, where they were given small doses of psychotropic drugs. Ghubash (1992) 
indicated that until 20 years ago, prisoners suffering from mental disorders were dealt 
with by the prison authority with physical restraint. She added that the Hor El-Anz centre 
is still used for some chronically ill and very excited and aggressive patients, but it has 
been modified and upgraded. 
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In 1975, the Department of Health and Medical Services in Dubai began to provide 
facilities for specialized psychiatric services. Ghubash (1992) has argued that although 
there are 12 large, modern, and well-equipped general hospitals in the UAE, only two 
have psychiatric in-patient units (Rashid Hospital in Dubai and Central Al Jazeira 
Hospital in Abu Dhabi). At Al-Jimi Hospital in Al Ain and Saif Bin Ghubash Hospital 
in Ras al Khaimah, psychiatrists have regular use of beds in the medical wards (about 20 
at Al-Jimi, and around five to seven in Ras al Khaimah). The other eight general hospitals 
have no attached psychiatrists and no psychiatric facilities. 
In 1981, a specialized hospital for psychiatry and drug dependence opened in Dubai. 
Regarding child psychiatry, there is only one unit available in Dubai, which was opened 
in 1982 and is attached to the adult psychiatry department in Rashid Hospital. Geriatric 
psychiatric services are very limited, with only a few beds in each department. In 1994, 
the New Psychiatric Hospital opened in Abu Dhabi. This hospital has the latest 
equipment and includes a department for training the national mental health staff. 
Although the Ministry of Health in the UAE is taking considerable effort to increase the 
number of mental health staff, in general the psychiatric services share with all other 
medical specialities the problem of a shortage of trained, Arabic-speaking nursing staff. 
Furthermore, the psychiatric services have the problem of a shortage of well-trained 
psychologists, social workers, and expert psychiatrists. 
The improvement in mental health services in the UAE is still at its beginning, and 
prejudice against mentally ill patients and ignorance about the effectiveness of modern 
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psychiatric and psychological treatments are widespread not only among the general 
public but also among some of the administrators of the UAE's hospitals. For instance, 
some of the psychiatric hospitals and departments in the UAE are still using ICD-9 
diagnostic criteria rather than ICD-10. Statistical data concerning psychiatric patients are 
still not well organized. According to Ghubash (1992), the only elementary and 
non-standardized statistics collected by the staff of existing psychiatric units concern the 
number and type of patients treated. Computerized systems for recording routine data are 
as yet unavailable in the psychiatric services, although such systems are operational in 
the general hospitals. 
In conclusion, one can state that, as with any attempt at change and improvement, the 
provision of adequate mental health services will be accompanied by a lot of problems. 
The overall aim of improving services for the people will not be achieved without 
criticizing and changing the systems which are found not to be useful. 
Faith healers, as well as psychiatrists, provide a great deal of treatment for mental illness. 
Since people in the UAE and all Arab countries use for madness the Arabic word jinoon, 
which is derived from jinn (demons), the mentally disordered patient is considered to be 
possessed by supernatural beings which control his behaviour, thoughts, and desires. 
Thus, the causes of madness are regarded as exterior to the person and are often 
considered to result from persecution and sorcery (Al-Issa, 1990). The 'evil eye' is 
considered a means of sanction against anybody who exceeds the limits imposed by the 
community on positive attributes such as wealth, health, beauty, and happiness. It is often 
motivated by envy, jealousy or even admiration by an enemy or a friend (Al-Issa, 1990). 
115 
People of the UAE, as strong followers of Islam, may seek treatment from faith healers 
because their practices are more related to the Muslim religion than is Western 
psychiatry. Healers may recite phrases from the Koran or give the patient an amulet (herz) 
to carry around, or soak a paper with religious writings in water for the patient to drink. 
According to Baasher (1975) (cf., Al-Issa, 1990), traditional healers in Muslim countries 
can be classified either as Islamic healers or as non-religious healers, who utilize 
magico-religious practices. Al-Issa (1990) discussed the practices of the latter type of 
healers in Algeria, and indicated that they specialized in dealing with sexual and 
emotional problems such as impotence, frigidity, sterility, and contraception. 
Traditional therapy, especially when it deals with magic, is illegal in most Arab countries, 
including the UAE. Al-Issa (1990) has argued that this is mainly the result of the 
association of native therapy with underdevelopment and the desire for modernization. 
He realized that despite this therapy being illegal it is on the increase. Al-Issa (1990), 
citing Bensmail (1984), suggested that acculturation and social change have made the 
new generation of educated young people so insecure that they revert to traditional 
therapists and indigenous remedies. However, the use of native healers may be due in part 
to the limited availability of psychiatric services. 
3.5. The Role of Women in the UAE 
The rapid and comprehensive development of the UAE's society over the last 20 years 
has radically changed people's lives. The flow of male labourers into the newly 
established country unbalanced the sex ratio of the population. Education and the new 
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systems of communication (e. g., mass media and modern forms of transportation) have 
provided the people of UAE with a new-found awareness of the world around them; this 
in particular has had significant effects _positive and negative_ on 
the UAE's people. In 
order to understand the advantages of these changes for women, it is important to 
examine briefly the role of the UAE's women in the past. 
3.5.1. Women's Traditional Roles 
One can see that through the long history of the UAE women have played an important 
part in its social life. Al Qasmi (1993) discussed women's role in the UAE in terms of 
three levels of social status comprising the society in the pre-petroleum era. First, among 
those who were living in the coastal cities and whose economic life depended on the sea 
(through, for example, fishing or diving for pearls), which required the absence of the 
men from their homes for at least 3-4 months, women were provided with opportunities 
to take responsibility for their families, such as taking care of their children, taking 
decisions about some family matters, and sometimes working in tailoring or in making 
baskets and mats in order to survive until the return of their husbands. 
Second, the women among those who were living by oases and were dependent on 
agriculture, in addition to carrying out their domestic work, shared with their husbands 
and families the agricultural, watering, and harvesting work. Furthermore, they were 
involved in breeding livestock, dairy work, and manufacture (mainly of food products). 
The third social tier was the upper class (e. g., ruler families and merchants). Although the 
material needs of the women of this class were always fulfilled, they were regarded as 
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second-class citizens, and had to obey their families if they were single, or entertain their 
husbands if married. They were veiled from outsiders, and were probably fearful that 
their rich husbands would remarry. 
Although women therefore shared with men many of the responsibilities inside the house 
and in wider society, they were always deprived of even basic rights, such as choosing 
a spouse. In conclusion, one can state that, traditionally, women were to obey their fathers 
when still single, their husbands when married, and their sons when widowed. Wives 
could be divorced for any reason, such as failing to bear sons or failing to obey and serve 
parents-in-law. Hence, it has been widely acknowledged that, while life was hard for all 
ordinary people in the pre-petroleum UAE, it was considerably more difficult for women 
of all classes, because, throughout society, men outranked women. 
3.5.2. The Current Position of Women in the UAE 
What follows is not intended to be an exhaustive analysis of the present situation of 
women in the UAE, but to give the reader a sense of the conditions in which the 
government and women themselves have attempted to construct the narrative structure 
of their lives. The situation of women in the present UAE must be seen in the context of 
a world which is rapidly changing in outward signs of prosperity and way of life, but one 
in which people affected by these changes naturally seek to protect the strong cultural 
foundations which form the very basis of their society. 
The changing role of women, and changes in the structure of the family, raised questions 
not only for men who wished to build a strong and healthy national community, but for 
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women conscious of their position as women. Women constitute nearly half of the 
national indigenous population of the UAE, but less than one-third of the total population 
including foreigners (Dubai Municipality, 1995). As a consequence, it was important for 
the modern UAE to pay attention to the needs of the UAE's women in this rapidly 
developing country. This point helped to formulate a comprehensive view of the woman 
in society, seeing her as a child, student, wife, and mother, and as an important member 
of the national work-force, either in a professional role or as a valued worker in a wide 
range of other fields. 
This belief in the importance of the woman's role has led to a progressive policy of 
female education and training and to employment of women in many economic, health, 
social, information, education, and military fields. These changes were taking place, 
however, within a legal and ethical framework which still largely upheld the primacy of 
the male. 
3.5.2.1. Legal Protection 
The UAE's temporary constitution includes many articles emphasizing women's rights 
in different spheres of life, such as the economic, cultural, and social spheres, including 
family life. But, like many things in the UAE's temporary constitution, this is a statement 
of intent rather than a guarantee of rights. It does not take into account the profound 
conservatism of many of the male population who wield authority in the public and 
personal spheres of life. In an effort to guarantee women their basic rights, the 
government has emphasized women's rights for education, work, and their choice of 
spouse. 
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However, traditional Islamic and tribal values are dominant in the UAE, as in most of the 
Arab countries, and shari'a (the rules developed from verses of the Koran and from the 
decisions of the Prophet Mohammed and his early companions into a complex system of 
legal opinions andjudgements) remains the legal system governing all aspects of life. 
Hourani (1992) has argued that in these types of society even when laws have changed, 
social customs have not necessarily changed with them. New laws could not always be 
enforced, particularly when they came up against deeply rooted social customs which 
asserted and preserved the domination of the male. 
3.5.2.2. Marriage and Family 
In the UAE's society, generally, girls marry early, and their marriages are mostly arranged 
by the family, although these aspects are changing nowadays owing to women's 
education and participation in the work-force. Nonetheless, a large number of women still 
accept the system in principle, but try to obtain for themselves a better position within it 
by more or less subtle manipulation of their menfolk (Hourani, 1992). 
Laws pertaining to marriage, divorce, inheritance and child custody in the Gulf region, 
including the UAE, are governed by Islamic law. In the case of marriage, for example, 
the shari'a does not specify an age limit _it 
is left to the father or the nearest male relative 
to decide when to sign the marriage contract. However, such types of marriage are more 
common in villages and remote areas where girls get married early. The practice is still 
recognized as legally valid because of the absence of a minimum age of marriage 
(Fakhro, 1996). 
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Polygamy continues to arouse strong resentment among women at all social levels. 
Islamic law allows men to have up to four wives at any one time. Thus, the threat of 
polygamy affects all women. As for divorce, the right of women to dissolve their 
marriage is denied to them in most Muslim countries, including the UAE. The power of 
divorce lies completely in the hands of the husband. It is left to his will and conscience 
to decide on divorce. Divorce procedures can be conducted orally: a husband can be 
divorced from his wife if he utters three times in succession, `you are divorced', and he 
compensates his wife with whatever remains unpaid of the dowry. At present, divorce 
rates are high in the majority of the Gulf states (Fakhro, 1996). The government of the 
UAE, in an attempt to reduce the stresses on the divorced woman, has decided that each 
divorcee must receive a monthly allowance in addition to the grant of a house. 
One of the important aspects of the family system in most Muslim countries is the 
custody of children. Divorced or widowed mothers retain the custody of their children for 
a limited period, after which custody passes to the father or the nearest male relative on 
the father's side. However, during the mother's period of custody, which lasts until a 
daughter is nine years old or a son is seven, the father remains a guardian of the child. If 
the mother remarries, however, she loses her right of custody. Fakhro (1996) has 
discussed this point and indicated that such laws do not allow much consideration for a 
divorced woman, whose role as wife and mother may be taken away, although she is 
given no say in the divorce action. 
Fakhro (1996) argued that there is a pressing need for a progressive family law which 
would regulate marital patterns and relations, view marriage as a partnership with shared 
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duties and obligations, and in the event of a divorce grant full parental rights and duties 
to the parent who is responsible for the care and rearing of the child. 
Abu Shehab (1992) reviewed marriage and family and their relationship to modernity 
from the Islamic point of view. She indicated that the basic values of the family were 
fiercely defended, and that Islam has been able to raise an effective barrier between itself 
and the new culture and undermine any attempt to modernize the family. In Muslim 
societies, the impact of Western culture generally stops at the threshold of the house. As 
a consequence, Abu Shehab indicated, Muslim women have to bear a heavy burden, as 
these conditions impose on them the role of representative of the values of the past and 
preserver of the cultural distinctiveness of the Muslim ummah. The pressure on a Muslim 
woman to keep herself within the strict limits of her culture is enormous, and it seems 
that the great majority of Muslim women accept this role as the guardian of tradition, 
since there is no other alternative. 
However, there are an increasing number of women who do not accept the system and 
are claiming the right to define their own identity and bring about changes in their social 
status. Hourani (1992) has argued that they are not yet in a position of power. The advent 
of women ministers or members of parliament in many Muslim countries was little more 
than a token change. Women's views are better expressed through women's 
organizations and the press. 
For example, the Moroccan author Mernissi (1985), in Beyond the Veil, argued that 
sexual inequality is based upon, or at least justified by, a particular Islamic view of 
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women as having a dangerous power which must be contained; this, she suggested, was 
a view which was incompatible with the needs of an independent nation in the modem 
world. 
Besides the women's movement demanding a new Islamic view of their situation, Fakhro 
(1996) has indicated that there are a growing number of Islamic reformists who claim the 
right to ijtihad (interpretation or self-exertion in understanding and interpreting the 
shari'a) and ijma (the consensus of the community) and to reject taqlid (a blind following 
of the past). Although the conflict between the forces of conservatism and modernism has 
continued, these reformists seek to interpret and apply Islamic principles and 
requirements to modem life in order to develop appropriate Islamic responses for modem 
Muslim societies. This trend has helped to establish a growing network of scholars and 
social scientists from all regions of the Arab Muslim world. 
In conclusion, one can say that the UAE is a part of Islamic society, and is a modern 
developing country affected by great socio-economic and cultural changes. Although its 
constitution emphasizes the rights of women in many spheres of life, and although efforts 
are going on to educate women and to offer them chances to participate in the work-force, 
there is still a need to revise and reform family law, especially the articles relating to the 
women. However, no reform of Islamic law in the region can be achieved without the 
effort and will of all Muslim countries to work together to find a formula that combines 
modernity and the essence of Islamic teachings, and this will be achieved by the 
revivification and implementation of ijtihad and ijma. 
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3.6. The Effects of Social Changes upon Women's Mental Health in the 
UAE 
It is generally agreed that the changes over the last two decades have been so great that 
their extent is yet to be properly recognized. All human beings have experienced massive 
changes, and any specific changes affecting women have also affected men. Man and 
woman are interdependent, and each affects the balance and movement of the other 
(Shainess, 1974). However, there are some changes that appear to be specific to women. 
Looking to the psychological context of women's health, some consider that it includes 
the effects of multiple roles, personal and social role expectations, relationships, personal 
and work environments, inequality, discrimination, poverty, and violence, as well as 
individual psychological makeup (Stewart, 1996). 
Women's lives, world-wide, have changed radically in the latter half of the 20th century; 
besides having domestic and child care responsibilities, most women, including many 
mothers, work outside the home. In performing multiple jobs, women experience `double 
shifts' in their roles as wage earners, homemakers, and family caregivers to children, 
partner, and aging parents. Regardless of the increasing participation of women in the 
work force, society still expects women to be compliant, unassertive, nurturing, and 
unselfish, while at the same time competing in the marketplace. There is also 
discrimination at work, and women are still paid less than men for the same work. It is 
no wonder that many women feel stressed and tired (Stewart, 1998). 
Turning to more changes specifically affecting women in the UAE, the contrast with the 
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picture of even two decades ago is great. Traditional stereotypes of the passive, in some 
ways delicate, woman, preoccupied with her double role as wife and mother, taking on 
all of the gender tasks assigned to her (cooking, cleaning, caring for her children, serving 
her husband in a multitude of ways), are all passing. Fostered by social and technological 
changes, including the high level of education, communication with the outside world, 
and women=s consideration of their positions, a new woman is emerging. She rejects the 
traditional roles described, demanding individual satisfaction and success. Large families 
are essentially a thing of the past, and the number of small families is growing. The 
divorce rate and the age of marriage are rising; both result in women spending longer 
periods of their lives alone. 
During rapid socio-technical development, many sectors of society will suffer 
psychologically or emotionally in trying to adjust to the social and cultural changes. 
Women, children, and the elderly are the most exposed during these changes. In 
particular, women are under great pressure to adjust and adapt to the changes in their 
social life. 
Harpham (1994) indicated that urbanization in developing countries involves changes in 
social support and life events which have been shown to affect mental health, mainly 
causing depression and anxiety, particularly among low-income women. The UAE is one 
such developing country. Beside its urbanization and social changes, the situation of 
women in this traditional society has some special aspects. Women are expected to play 
a dual role: on one side, the modem UAE expects women to take part in the development 
of the country by participating in the different areas of the work-force; on the other side, 
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it is expected that women will represent the values of the past, in order to preserve the 
cultural distinctiveness of Islam. If women start to demand rights, it will be regarded as 
a disaster for the traditions, and as Islam having lost its final hold on society because of 
the disobedience of women. As a consequence, many women demonstrate their readiness 
to pay the price of remaining apart from the international march of women who have said 
farewell to their old cultures. Abu Shehab (1992) has argued that it is not surprising to 
find this attitude among such women, since the improvements in their conditions brought 
about by the modernized ruling elites are not at all impressive, especially where Western 
values are combined with the traditional conceptions used to control them. 
One can state that such confusion over which particular values which should be forsaken 
and which upheld may play a pivotal role in provoking psychological disturbance among 
women. 
Ghubash (1992) investigated the effect of these socio-cultural changes on the 
epidemiology of mental illness among women in Dubai. She calculated a psychiatric 
morbidity rate of 22.7% among her subjects (n=300), and found that the most common 
psychiatric disorder was depression, which was estimated to affect around 13% of 
subjects; the prevalence of anxiety was 7%. Psychiatric disorders were found to be 
significantly associated with post-marital status, especially among women as single 
parents raising children and among women living in polygamous marriages. Regarding 
the relationship between socio-cultural changes and psychiatric morbidity, Ghubash 
found it to be complex. She suggested that conflict of beliefs is a potential 
psychopathological influence rather than traditional or modern behaviour per se. She 
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realized that psychiatric disorders are commoner at the two extremes of the continuum 
than in subjects who had moved partly towards more Western attitudes and behaviours. 
Summarizing, one can conclude that the UAE still remains a patriarchal, male-dominated 
society. Despite the educational and professional achievement of urban women, they still 
retain their traditional subservient role in order to avoid any external pressure from male 
society. However, they experience internal pressure resulting from the conflicts between 
their traditional role and the natural need of any human being to improve, and feel guilty 
where they may be deemed to have abandoned the old traditions. Women in the UAE 
face the two extremes of modernity and traditional values; they need to bring about a 
synthesis of these two extremes. 
Reviewing the previous and the present chapters, it is considered that reports on the 
language of emotion suggest that the concept of depression among diverse groups may 
vary. Many non-Western groups do not appear to have emotional terms equivalent to the 
English word `depression' (Brandt & Boucher, 1986). As Marsella (1980) (cf. Brandt & 
Boucher, 1986) noted, what appears to be needed is emically derived depression 
categories relevant to specific, particularly non-Western, cultures. Similarly, because of 
the differences in cultural dimensions between the local community and Western norms, 
an attempt will be made in this study to respond to the needs outlined by the reviews of 
cross-cultural studies. This study was therefore designed to discover the symptom profile 
of depression in women in Dubai, the concept of depression among the native people in 
Dubai (that is, how depression is represented in the native language of the UAE), and 
how much antidepressive behaviour the people in Dubai report. 
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Within this general framework, a number of specific questions were asked: 
1. What is the symptom profile of depression in women in Dubai, and how does it vary 
with socio-demographic status? 
2. How are psychological illnesses, in particular depression, handled by native people in 
contemporary Dubai? 
3. What kinds of ideas, norms and beliefs operate in native people in Dubai concerning 
depression? 
4. What are the symptoms of depression as conceived by the native people of Dubai? 
5. What is the interface between the conception of depression in Dubai people and the 
conception in the West? 
6. What is the `pan-cultural' feature of the everyday understanding of depression in the 
indigenous language of the people of Dubai? 
7. Are certain coping strategies used by women in Dubai to deal with depressed feelings? 
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Chapter 4 
Description of the Project 
4.1. Aims 
As can be seen from the questions raised in the previous chapter, this project has four 
pnmary aims: 
(a) To investigate depression in women in Dubai, and to explore its association with 
socio-demographic variables such as age and marital, educational, occupational, and 
socio-economic status. 
(b) To assess the symptom profile of depression in this population and compare it with 
profiles already reported from the industrialized countries. 
(c) To explore the following: the concept of depression among the native people of Dubai 
through the language used to express feelings of sadness/depression; the way they handle 
feelings of depression; and the ideas, norms, and beliefs concerning depression which 
exist among them. 
(d) To explore the coping strategies that women in Dubai have for dealing with 
depression, and how helpful they find these strategies. 
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The secondary aims of the project include: 
(a) The development of an instrument for measuring depression in the indigenous 
language of Dubai (Arabic). 
(b) An examination of the association between this instrument and a previously 
standardized and established measure. 
4.2. Hypotheses 
The project had several major hypotheses, derived both from the research questions and 
from the aims. The following hypotheses were formulated: 
H1. Among women in Dubai, the prevalence and severity of depression are associated 
with socio-demographic variables such as age and marital, educational, occupational, and 
socio-economic status. More specifically: 
Hla. Depression is associated with age; those most affected by the rapid socio- 
economic changes mentioned above - 
those in the 20-40 age range - will show 
severer depressive symptoms than others. 
Hlb. Depression is associated with marital status; married women will show severer 
depression than single women. 
Hic. Depression is associated with educational status; low educational status will 
be associated with severer depression than high educational status. 
Hld. Depression is associated with occupational status; housewives will show 
severer depression than working women. 
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Hle. Depression is associated with socio-economic status; those in low-income 
groups will show severer depression than those in the middle and higher ranges. 
H2. The symptom profile of depression in women in Dubai will be characterized by the 
presence of many somatic symptoms. 
H3. There will be differences in the coping strategies of women in Dubai when compared 
with those of depressed women in the West. The former will be more likely to turn to 
alternatives like faith healing and social activities, and see them as more appropriate 
strategies for dealing with depression than medical treatment. 
H4. There will be differences between the concept of depression of the people of Dubai 
and the Western psychiatric views of depression (as described in ICD-10 and DSM-IV), 
regarding clinical presentation and the details of symptomatology. 
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Chapter 5 
Design and Methodology 
5.1. StudyArea and Period 
The study was performed in the Emirate of Dubai, the second biggest emirate of the 
United Arab Emirates (UAE), which comprises seven semi-autonomous emirates: 
Abu-Dhabi, Dubai, Sharjah, Ajman, Um-al-Qaywain, Ras-al-Khaima and Fujairah. 
(These are shown in Figure 5.1. ) The UAE was established as a state on 2 December 
1971. The study period covered the 24 months taking from the period between April 1994 
and March 1998. 
Figure 5.1. The map of the United Arab Emirates 
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Dubai is a multicultural state in which customs, habits, and social structure vary markedly 
between the different racial and ethnic groups. The ratio of nationals to non-nationals is 
1: 6 (Dubai Municipality, 1995). The last census estimate of the general population of 
Dubai (1995) gave a total population of 610,926. Out of these, nationals numbered 
approximately 104,720 individuals. The non-nationals represent various ethnic groups, 
namely other Arabs, Asians, Africans, and Europeans. The socio-demographic 
characteristics of the population of Dubai - sex and age, and marital, educational, and 
occupational status - are shown in Figures 5.2,5.3,5.4, and 5.5. 
Figure 5.2. 
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Figure 5.3. 
Relative Distribution of Population (15+) by Marital Status - Emirate of Dubai 
Married 74% 
Widowed 1% 
r Married 24% 
Figure 5.4. 
Relative Distribution of Population by Educational Status - Emirate of Dubai 
Over Ave. Cert. 5% 
High School 1! 
LUniv. Degree 13% 
Post Graduate 1% 





Employed population by sex - Emirate of Dubai 
This project focused on the nationals of Dubai, excluding the non-nationals, who make 
up the majority of the population. Subjects were eligible for the study if they were 
nationals by parentage and birth, or by marriage and residence if they were born in the 
neighbouring Gulf states (Oman, Qatar, Bahrain, and Saudi Arabia), since these states 
have very similar social and political organizations, culture, traditions, and language, and 
were also affected by the oil boom during the 1960s and 70s, so the effects of 
modernization on these societies were much the same as in the UAE. 
The sample, which was selected for the present study retrospectively, was distributed 
across the age range 18-60 years. This age range was chosen with reference to the Dubai 
census of 1995, which indicated that the majority of the Dubai population (73.3%) are 
15-60 years old. Furthermore, age 18 is considered in Dubai as the point of transition to 
adulthood. Subjects with overt psychotic symptoms, organic brain syndromes, or mental 
retardation were excluded from the study. 
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5.2.2. Sampling Frame 
In the UAE there simply does not exist an appropriate resource from which one can 
derive a sample. There is no comprehensive list of residents' names and addresses 
available through an electoral register or other form of registration. Cities are not 
completely divided into wards with a numbering system. It was therefore important to 
find a sampling frame which provided enough relevant information about the potential 
sampling units to select the necessary sample. 
Since this study used a dual approach to research - using both quantitative and qualitative 
methods - the sampling frames for the two methods were different: 
(a) Quantitative sampling: Three types of sampling frame were adopted for this purpose: 
(1) For the clinical sample, required for two of the studies (I and IV) of this project, 
purposive selection from the psychiatric department at Rashid Hospital in Dubai was 
used. Operationally, since this study was an investigation of depression in women in 
Dubai, only local female patients who met the inclusion criterion of depression according 
to the criteria for depressive episode in ICD-10 were recruited. Patients with psychotic 
symptoms, organic brain syndromes, or mental retardation were excluded. 
(2) For the non-clinical samples, required for Studies II, III and IV, random selection 
techniques were used to recruit the subjects from the community population. Lists of 
native members or employees attending the associations (e. g., the Ministry of Education, 
the Social Developmental Association for Women in Dubai and the Dubai Police 
Headquarters) contacted were used, and the subjects were randomly selected according 
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to their identification numbers (for example, those subjects who had a digital number 
were selected). 
(3) Snowball sampling was also used in making initial contact with potential participants; 
this entails beginning with one subject and asking him or her to put the researcher in 
touch with others. It was used for the further recruitment of subjects for Studies II, III, 
and N. 
(b) Qualitative sampling: Rather than attempt to draw a random sample of the 
population, it was decided to concentrate on individuals whose social position brought 
them into contact with a large number of people (such as individuals who occupy a 
position of trust and respect within the community), who could be called community 
leaders. This meant that their perceptions and responses were based on a wide experience 
of events and problems in the community. Operationally, the subjects were defined as (1) 
nationals from the UAE who spoke fluent native Arabic, who had (2) lived within the 
study area for not less than five years, who had (3) work or other duties which brought 
them into regular contact with many members of the community, and who were (4) 
willing and able to cooperate. 
5.2.3. Sample Size 
To calculate the number of randomly chosen female non-clinical subjects needed for 
Studies II, III, and IV, the statistical tool STATCALC Epi-Info-6 was used with an 
assumption of 80% power (that is, an 80% probability of getting significant results if a 
particular effect size is assumed for the population), and a 5% significance level. The 
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numbers entered were: 
(a) the native population size of the Emirate of Dubai, which is nearly 104,720 according 
to the statistical survey carried out by the Dubai Municipality (1995); 
(b) the expected prevalence of non-psychiatric females with depressive symptoms in 
Dubai, which was 13% according to the results of Ghubash (1992); 
(c) an initial assumption for the lowest expected prevalence of depression, which was 4%. 
According to this procedure, a sample of 100 randomly selected subjects would be 
sufficient to represent the total population of Dubai. The decision was therefore taken to 
choose 100 subjects for the non-clinical study. 
It was not possible to have a predetermined sample size for the clinical sample, as the 
numbers depended on the availability of cases in the relevant time periods. 
5.3. Instruments 
As outlined earlier in this chapter, this study aims to explore different aspects of the 
phenomenon under study (symptoms, concepts, coping strategies). In order to achieve 
this, it was important to select a set of instruments capable of generating data that would 
answer the research questions. Instruments were selected on the basis of several 
considerations: (1) our ontological position, which suggests that people's conceptions, 
interpretations and experiences are meaningful properties of the social reality which our 
questions are designed to explore; (2) our epistemological position, which suggests that 
a legitimate means to generate data on these ontological properties is to interact with 
people, to talk to and listen to them, and to gain access to their accounts and articulations; 
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(3) pragmatic considerations - the data which are needed are not available in any other 
form, so the technique of interviewing subjects was the only way to get the relevant 
answers for the research questions. 
In the following sections, more details of the instruments used in this investigation are 
given. 
5.3.1. The Depression Scale of the Minnesota Multiphasic Personality 
Inventory (MMPI-D) 
The MMPI consists of 556 self-reference statements which are divided into four validity 
scales (cannot say (? ) scale, L scale, F scale, and K scale) and ten basic clinical or 
personality scales (hypochondriasis, depression, hysteria, psychopathic deviate, 
masculinity-femininity, paranoia, psychaesthenia, schizophrenia, hypomania, and social 
introversion). People taking the test respond to each statement as true as applied to them, 
as false as applied to them, or as not applying to them. The relatively unambiguous 
stimuli and the structured response format qualify the use of the MMPI for classification 
as an objective technique of personality assessment. 
One appealing feature of the MIVIPI is that, although it takes an experienced clinician to 
interpret it, it can be administered easily to individual subjects or groups of subjects by 
non-professional examiners. The MMPI's manual indicates that individuals aged 16 years 
or more with at least six years of schooling should be able to complete the MMPI 
satisfactorily. Experience suggests that if they are properly motivated and carefully 
supervised, and if appropriate forms of the test are employed, even people with less than 
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six years of education may be able to take the test. 
Because the length of time required to complete the MMPI is sometimes prohibitive, 
numerous efforts have been made to develop short or abbreviated forms of the test. For 
the current project, which investigated depression, the decision was taken to use Scale 
2 (MMPI-D), which was originally developed to assess symptomatic depression. The 
primary characteristics of symptomatic depression are poor morale, lack of hope for the 
future, and a general dissatisfaction with one's own life situation. Many of the 60 items 
in the scale deal with various aspects of depression such as denial of happiness and 
personal worth, psychomotor retardation and withdrawal, and lack of interest in one's 
surroundings. Other items in the scale cover a variety of other symptoms and behaviours, 
including physical complaints, worry or tension, denial of impulses, difficulty in 
controlling one's own thought processes, and religious fervour. Scale 2 seems to be an 
excellent index of subjects' discomfort and dissatisfaction with their life situations. 
After administration of the test, an individual's responses are scored in a standard way. 
The scoring procedures yield scores for validity scales and the basic clinical scales. The 
raw scores from the standard validity and clinical scales are transformed into linear 
T-scores (mean=50, SD=10). Whereas very elevated scores on Scale 2 may be suggestive 
of clinical depression (particularly if T-scores exceed 80), more moderate scores tend to 
be indicative of a general attitude or life style characterized by poor morale and lack of 
involvement (Graham, 1987; Hathaway & McKinley, 1989). 
Hathaway and McKinley (1989) suggested that an MMPI-D T-score of 40 or below is 
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indicative of low depression, 41-55 is indicative of modal depression, 56-65 is indicative 
of moderate depression, 66-75 is indicative of high depression and 76 or above is 
indicative of very high depression. 
An Arabic version of the MNIPI-D was used in the current project. This version has been 
translated into classic Arabic and was validated by Al-Haj to the Saudi Arabian Society, 
which is very close in language and culture to society in the UAE (Al-Haj, 1981). 
5.3.2. Beck Depression Inventory (BDI) 
The Beck Depression Inventory (BDI) is a 21-item instrument designed to assess the 
severity of depression in adolescents and adults. During the last 25 years, the BDI has 
become one of the most widely accepted instruments in clinical psychology and 
psychiatry for assessing the severity of depression in psychiatric patients and for detecting 
possible depression in normal populations (Steer, Beck, & Garrison, 1985, cited by Beck 
& Steer, 1993). 
The 21 symptoms and attitudes assessed by the original BDI include: (1) mood; (2) 
pessimism; (3) sense of failure; (4) self-dissatisfaction; (5) guilt; (6) punishment; (7) 
self-dislike; (8) self-accusation; (9) suicidal ideas; (10) crying; (11) irritability; (12) social 
withdrawal; (13) indecisiveness; (14) body image change; (15) work difficulty; (16) 
insomnia; (17) fatigability; (18) loss of appetite; (19) weight loss; (20) somatic 
preoccupation; (21) loss of libido. 
These items cover both cognitive symptoms (items 1-13) and somatic symptoms (items 
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14-21) (Lustman, Clouse, &, Griffith, 1992). The BDI requires approximately 5-10 
minutes when self-administered, and may take 15 minutes for oral administration. Each 
BDI item is rated on a 4-point scale ranging from 0 to 3. The maximum total score is 63; 
the higher scores reflect greater severity of depressive symptomatology. Beck and his 
colleagues (Beck & Steer, 1993) have suggested the following classification of severity 
for depressed patients: a score of 0-9 is considered within the normal range 
(asymptomatic); scores of 10-18 indicate mild-moderate depression; scores of 19-29 
indicate moderate-severe depression; and scores of 30-63 indicate extremely severe 
depression. Hence, 10 may be used as a cut-off point for depression. 
If the BDI is used to screen for possible cases of depression, the cut-off score should be 
raised in order to reduce the number of false positives. Since the present project aims to 
screen for possible cases of depression among non-psychiatric women, and for 
comparison purposes between psychiatric and non-psychiatric subjects, the decision was 
made to raise the cut-off scores in order to reduce the number of false positives. The 
cut-off scores adopted were those used by Ghareeb (1990) with a sample of 
non-psychiatric subjects in the UAE. A score of 0-15 was considered normal; scores of 
16-33 indicated mild depression; scores of 34-45 indicated moderate depression; and 
scores of 46-63 indicated severe depression. 
This instrument was translated into Arabic and validated in the UAE in 1988 by Ghareeb 
(Ghareeb, 1990). 
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5.3.3. General Health Questionnaire, 28-item version (GHQ-28) 
The General Health Questionnaire (GHQ) was designed as a self-administered screening 
test for detecting psychiatric disorders among respondents in community settings and in 
non-psychiatric clinical settings, such as primary care or among general medical 
out-patients. The questionnaire was designed to be easy to administer, acceptable to 
respondents, fairly short, and objective in the sense that it did not require the person 
administering it to make subjective assessments about the respondent. The aim was to 
detect those forms of psychiatric disorder which may have relevance to a patient's 
presence in a medical clinic, so its focus must be on psychological components of 
ill-health. 
The GHQ-28 has now been used in 38 languages, and over 50 validity studies have been 
published (Goldberg & Williams, 1988). The questionnaire concerns itself with two 
major classes of phenomena: inability to continue to carry out one's normal healthy 
functions; and the appearance of new phenomena of a distressing nature. It should be 
noted that the GHQ is sensitive to very transient disorders, which may remit without 
treatment. 
The purpose of using the GHQ-28 in this study was to detect the presence of psychiatric 
symptoms, in particular depressive symptoms, in women in the Dubai community who 
considered themselves to be healthy. An Arabic form of the GHQ-28 was produced by 
El-Islam (1986), who modified the form and style of the English test before it could be 
applied to Arabs; for example, a less condensed layout of alternatives facilitated the 
choice of answers, and items which did not translate well were rephrased in order to 
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convey the meaning in Arabic. 
The GHQ-28 has four seven-item scales: somatic symptoms, anxiety and insomnia, social 
dysfunction, and severe depression. The answer to each question is chosen from four 
alternatives, related to the present state of health. Scores of 0,0,1,1 were used for the 
A, B, C, and D alternatives respectively; the range of possible scores therefore extended 
from 0 to 28. 
Goldberg and Williams (1988) presented a table of the threshold score for 72 validity 
studies which showed that for the GHQ-28 and GHQ-30 there is a very wide range of 
best thresholds quoted by various authors. They indicated that if the purpose of using the 
GHQ is to discriminate between cases and non-cases, the threshold must be raised to 
obtain optimal results. For the current study, therefore, the threshold used was a score of 
9/10: that is, scores of 9 and below were taken to indicate non-cases, and scores of 10 and 
above to indicate cases. 
5.3.4. The Antidepressive Activity Questionnaire (AAQ) 
This instrument was developed by Rippere (1974). It was derived from data gathered by 
the researcher in a study which aimed to determine objectively whether the existence of 
a consensus of opinion regarding `the thing to do when you are feeling depressed' could 
be demonstrated; and, if so, to establish empirically which behaviours are therefore 
commonly supposed to be antidepressive, and to find what people actually do when they 
feel depressed and how helpful they find it. These aims tested a hypothesis which took 
the form of a general proposition: that there is in our culture (the UAE culture) a body of 
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conventional wisdom regarding the thing to do when feeling depressed. The AAQ 
consists of 100 items which describe the antidepressive behaviour which might be used 
by people when they are feeling depressed. These items cover: (1) activity and work; (2) 
self-care and maintenance; (3) pharmacological interventions; (4) cognitive and affective 
experience; (5) aesthetics, entertainment, contemplation; (6) help and comfort-seeking; 
(7) avoidance. 
The Arabic version of the AAQ was produced by the present researcher with the help of 
a bilingual (in English and Arabic) psychiatrist who was also knowledgeable about the 
study area, and who was aware of the intent of each item and of the scale as a whole. 
After the translation into Arabic was done, two bilingual graduates who are not 
psychologists or psychiatrists and who were working in the Researches and Studies 
Centre at the Dubai Police Headquarters as translators were asked to translate the new 
version back into English. The meaning of the back-translated version was similar to that 
of the original. The reliability and validity of the translated form were not assessed, since 
the items of the scale were not testing a particular psychological or emotional 
disturbance, but covered general activities which could be used by the respondents 
universally. However, it was necessary to modify the Arabic form before it could be 
applied to Arabs; for example, items which did not suit the UAE culture were changed 
into suitable ones (e. g. `go for a drive or bicycle ride', was changed to `go for a drive', 
and `go to church or chapel' was changed to `go to mosque', and so on). 
In case there were any omissions from the list of 100 activities, an extra question was 
used at the end of this questionnaire: it asked subjects to list any activities that they did 
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that were not included in the main part of the questionnaire. 
The subjects were required to indicate not only which of the 100 items described their 
own antidepressive behaviours but also how frequently they used them (on a 3-point 
scale: rarely, sometimes, quite often) and how helpful they found them (on a 3-point 
scale: not very, moderately, very). 
5.3.5. Open-ended Inquiry 
This was the qualitative approach; data collection methods used in qualitative research 
differ from those used in quantitative research designs (Nachmias & Nachmias, 1992). 
After the identification of the topic of interest and of research questions, an optimal 
beginning was a generative approach, since the goal was to discover theoretical 
relationships driven directly from the focus group interviews of participants within the 
community setting under study. 
There were insufficient data in existence about the concepts and words related to 
depressed feelings among the people of Dubai when the study began; it was therefore 
premature to engage in verification research at this stage of the project. Accordingly, as 
a qualitative approach, it was decided to begin with an open-ended question to elicit as 
much descriptive information as possible about the concept and words related to 
depressive feelings which were used by the native people of Dubai. 
Open-ended questions are not followed by any kind of specified choice, and the 
respondents' answers are recorded in full. The virtue of the open-ended question is that 
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it does not force the respondent to adapt to preconceived answers; having understood the 
intent of the question, one can express thoughts and feelings freely, spontaneously, in 
one's own language. If the answers to open-ended questions are unclear, the interviewer 
may probe by asking the respondent to explain further or to give a rationale for something 
stated earlier. However, open-ended questions are difficult to answer and even more 
difficult to analyse (Nachmias & Nachmias, 1992). 
Open-ended questionnaires are mostly used by ethnographers to pursue fieldwork when 
there is a lack in knowledge about any phenomenon, or during the discovery phases of 
research. The decision was taken to use this approach in the current investigation for 
Study III, which aimed to study the concept of depression among people in a specific 
culture (Dubai). Culture is the broadest ethnographic concept. Definitions of culture 
typically espouse either a materialist or an ideational perspective (see Chapter 2). For this 
particular part of the study, the ideational perspective was adopted. The most popular 
ideational definition of culture comprises the ideas, beliefs, and knowledge that 
characterize a particular group of people (Fetterman, 1989). 
Although there is general agreement that an adequate ethnography of cultural knowledge 
of mental disorder must begin with close attention to culture-specific modes of 
conceptualizing and talking about illness, there is far less agreement about the appropriate 
methodology for accomplishing this objective, or even about the feasibility of developing 
an analytic framework for genuinely comparative research. Some of the major 
developments in ethnographic approaches to medical knowledge have come from paying 
close attention to the language used to describe and talk about illness. It is an important 
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insight of cultural research that much of our implicit everyday knowledge about the world 
is reflected in ordinary language which encodes and expresses that knowledge (Marsella, 
1980). 
The open-ended inquiry used in this study consisted of one open-ended question asking 
the respondents to list all the words they could think of which indicated emotion, such 
as `anger', `disgust', `fear', `happiness', `sadness', and `surprise', and which completed 
the frame `I feel... ' in their own native language, Arabic. The frame was modified 
according to the grammatical structure of the UAE's native language. The respondents 
were free to list as many terms as possible; no upper or lower limit was set. 
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5.4. Procedure 
The investigation of the symptoms of depression, of the concept and words related to 
depression among the native people of Dubai, and of the coping strategies used by 
women in Dubai to deal with depression was carried out in four inter-related studies. 
Each study had its own design and methods; they are summarized in Figure 5.6. 
Figure 5.6. Summary of the four inter-related studies 
Study I 
Aims: 
1. Estimating the association of depression by socio-demographic variables (age, and marital, educational, 
occupational, and socio-economic status). 
2. Assessing the symptom profile of depression in women in Dubai. 
Hypotheses: 
HI. Among women in Dubai, the prevalence and degree of depression are associated with 
socio-demographic variables such as age and marital, educational, occupational and socio-economic 
status. More specifically: 
Hla. Depression is associated with age; those most affected by the rapid socio-economic changes 
_those aged 
20-40_ will show severer depressive symptoms than the others. 
Hlb. Depression is associated with marital status; married women will show severer depression than 
single women. 
Hic. Depression is associated with educational status; low educational status will be associated 
with severer depression than high educational status. 
Hid. Depression is associated with occupational status; housewives will show severer depression 
than working women. 
Hle. Depression is associated with socio-economic status; those in low-income groups will 
show severer depression than those in the middle and higher ranges. 
H2. The symptom profile of depression in women in Dubai will be characterised by the presence of 
many somatic symptoms. 
Sample: 
Fifty-six native female patients from the psychiatric department at Rashid Hospital in Dubai took part 
in this study. 
Instruments: 
1. MMPI-D scale. 
2. BDI. 
3. ICD-10 criterion for depressive episode. 
Statistical analyses: 
1. Pearson coefficient analysis. 
2. One-way analysis of variance (ANOVA). 
3. Multivariate analysis of variance (MANOVA). 
4. Bivariate contingency analyses (chi-squared analyses). 
Results: 
The findings of this study partially supported the first hypothesis (Hic and Hle), and supported the 
second hypothesis. It also provoked many questions: 
(1) Will non-psychiatric women with depressed symptoms have the same symptom profile of 
depression as the patients? (2) Will association of depression with socio-demographic variables be 
different in the non-psychiatric women? (3) If the psychiatric patients seek help from professionals, 
how do women from the community cope with their depressed feelings? Hence, the further intention 




Beside the two aims of Study I, this study also aims to explore the coping strategies which women from 
the community use to deal with their depressed feelings and how helpful they find them. 
Hypotheses: 
This study tested hypotheses HI and H2 (which were tested in Study I), in a larger sample, and hypothesis 
H3, which predicted that: 
There will be differences between the coping strategies of women in Dubai and those of depressed 
women in the West. The former are more likely to turn to alternatives like faith healing and social 
activities as more appropriate strategies for depression than psychiatric treatment. 
Sample: 
One hundred native females from the community, representing different demographic statuses, took part 






1. STATCALC Epi-Info. 
2. Pearson coefficient analysis. 
3. One-way analysis of variance (ANOVA). 
4. Multivariate analysis of variance (MANOVA). 
5. Bivariate contingency analyses (chi-squared analyses). 
6. Independent t-test. 
Results: 
The findings of this study partially supported hypotheses H1, H2, and H3. The field observation revealed 
that women in Dubai were using some indigenous expressions which were not included in the 
standardized questionnaires, which were used in this study, to illustrate their symptoms. 
tud III 
Aims: 
1. To investigate the concepts and words related to depression among the native people of Dubai. 
2. To develop a checklist of depression-related words and expressions from the indigenous language of Dubai. 
Hypotheses: 
The hypothesis of this study is that there will be differences between the concept of depression in the people of Dubai and 
the Western psychiatric views of depression (ICD-10 and DSM-IV) in clinical presentation and the details of the 
symptomatology. 
Sample: 
1. Forty native subjects (20 females and 20 males) were recruited for four focus-group sessions. 
2. Two hundred native subjects (100 females and 100 males) were selected from the community for the open-ended 
inquiry. 
Instruments: 
1. Open-ended inquiry. 
Statistical analyses: 
Results: 
Since this study used a qualitative approach, no statistical tests were used; a descriptive method was used to present the 
findings. 
A checklist of words related to depression in the indigenous language of Dubai (Arabic) was produced. It was important 





1. To develop a culturally sensitive and cross-culturally comparable self-report scale for measuring 
the severity of depression in women in Dubai (the Dubai Depression Inventory, DDI). 
2. To pilot this inventory. 
Hypotheses: 
It was predicted that the instrument developed would be more sensitive in measuring the severity of 
depression in the specific culture of Dubai than the standardized measure BDI. 
Sample: 
1. Fifteen native female patients were recruited for this study from the psychiatric department at 
Rashid Hospital. 







1. Reliability analysis-scale split half. 
2. Cronbach alpha. 
3. Correlation similarity coefficient. 
4. Pearson correlation coefficient. 
5. Factor analysis (principal component analysis with varimax orthogonal rotation). 
6. Receiver Operating Characteristic (ROC) curve. 
7. One-way analysis of variance (ANOVA). 
8. Multivariate analysis of variance (MANOVA). 
9. Bivariate contingency analyses (chi-squared analyses). 
The findings of this study showed that the new instrument was sensitive as a measure of depressive 
symptoms among the clinical and community samples and was easily understood by subjects. These 
findings proved that native expressions of depression exist, and can be and should be used by mental 
health professionals. 
In the following sections, the four studies will be reported separately. 
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5.4.1. Study I (Pilot Study) 
5.4.1.1. Introduction and Aims 
Until recently, there was no adequate information, either quantitative or qualitative, in 
Dubai about the nature of depressive symptomatology in the female native population or 
about whether there are any differences in its manifestation between women in Dubai and 
women in other cultures. 
The present study was designed to: 
(a) estimate the association of depression with socio-demographic variables: age, and 
marital, educational, occupational, and socio-economic status. 
(b) assess the symptom profile of depression in women in Dubai. 
5.4.1.2. Hypotheses 
The present study tested two hypotheses. The first hypothesis concerns the prevalence of 
depression among women in Dubai and its association with various socio-demographic 
variables - age, and marital, educational, occupational and socio-economic status. The 
second hypothesis postulates that the symptom profile of depression in women in Dubai 
will be characterized by the presence of many somatic symptoms. 
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5.4.1.3. Sample 
5.4.1.3.1. Population of Depressed Patients 
According to statistics regarding the psychiatric patients who visited the psychiatric clinic 
at Rashid Hospital, which were provided by the Department of Health and Medical 
Services, approximately 3,785 depressed patients (according to ICD-9 diagnoses) were 
admitted to or visited the psychiatric clinic between 1 January 1991 and 14 May 1994. 
This psychiatric population encompassed all age groups, both genders, and various 
nationalities (Tables 5.1 and 5.2). 
Of the native female patients who attended the psychiatric clinic during this period, 
971,869 were diagnosed as ICD-9 disease code 296 (affective psychoses), and 102 were 
diagnosed as ICD-9 disease code 311 (depressive disorder not elsewhere classified). 
Table 5.1. Depressed patients diagnosed as ICD-9 disease code 296 who visited the 
psychiatric clinic at Rashid Hospital in Dubai between 1/7/1991 and 14/5/1994 
categorized by age, sex, and nationality 
UAE Others Unspecified Total 
Age group m F M F MF MF Group total 
5-14 3 11 11 0 00 14 11 25 
15-44 440 587 617 810 78 1064 1405 2469 
45-59 95 195 125 169 14 221 368 589 
60+ 105 76 29 61 00 134 137 271 
Total 643 869 782 1040 8 12 1433 1921 3354 
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Table 5.2. Depressed patients diagnosed as ICD-9 disease code 311 who visited the 
psychiatric clinic at Rashid Hospital in Dubai between 1/7/1991 and 14/5/1994 
categorized by age, sex, and nationality 
UAE Others Unspecified Total 
Age group m F M F MF M F Group total 
5-14 1 0 1 2 00 2 2 4 
15-44 70 75 71 106 00 141 181 322 
45 - 59 10 22 17 22 20 29 46 75 
60+ 11 5 1 13 00 12 18 30 
Total 92 102 90 143 20 184 247 431 
Reviewing these statistics, it can be seen that most of the patients who were assessed and 
treated were diagnosed under the heading of affective psychosis derived from ICD-9. 
It is unfortunate that the psychiatric department in the Department of Health and Medical 
Services in Dubai was still using this classification despite the implementation of ICD-10 
a decade earlier. For this reason, it was decided to adopt ICD-10 as the instrument for 
investigating the symptoms of depression in the present study. 
5.4.1.3.2. Sampling Frame 
This study used a quantitative method, and since it had been decided to select the subjects 
from the psychiatric department at Rashid Hospital in Dubai, the sampling frame adopted 
was purposive selection. Only native female patients who had been diagnosed by a 
psychiatrist or psychiatrists as having clinical depression according to ICD-9 criteria were 
included. Patients with overt psychotic symptoms, organic brain syndromes, or mental 
retardation were excluded from the study. 
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5.4.1.3.3. Sample size 
The subjects were drawn from the psychiatric population of native adult females who 
attended the psychiatric clinic at Rashid Hospital between 1 April 1994 and 31 October 
1994, and who had been diagnosed as ICD-9 disease codes 296 and 311. The average 
duration of their depressive disorders was two years. All the patients were taking 
medication for their depressive disorders. 
In all, the study included 60 consecutive first-time attenders. Three patients did not 
complete the investigation, and one patient refused to take part in the study. Hence the 
study comprised 56 local female patients. All of the subjects were classified as natives 
of the UAE: that is, they were born in and received their education in the UAE, and were 
primarily from Muslim backgrounds. 
5.4.1.4. Instruments 
The questionnaires used in this study were as follows: 
(a) the Depression Scale of the Minnesota Multiphasic Personality Inventory (MMPI-D); 
(b) the Beck Depression Inventory (BDI) 
(details on these two instruments were given earlier in this chapter, in sections 5.3.1 and 
5.3.2); 
(c) The ICD-10 criterion for the diagnosis of depressive episode with its specification as 
mild, moderate, and severe, rechecked in all cases (including single episodes) of 
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depressive reaction, psychogenic depression, and reactive depression. The files of all the 
patients were studied carefully. 
5.4.1.5. Procedure 
The study was conducted at the psychiatric clinic of Rashid Hospital, a large general 
hospital that also serves as a community health centre. Permission was obtained from the 
hospital administration to interview the patients, and individual consent to participate in 
the study was obtained from each patient. 
Patients were mostly referred to the psychiatric clinic after being examined and 
investigated in other medical departments and found to suffer from no organic disorders 
that could account for their symptoms. Patients' evaluations and diagnoses were typically 
carried out by an initial interviewer (a psychiatrist). The initial interviewer then presented 
the cases to the researcher, who conducted a complementary interview. Each patient was 
given a brief explanation of the study, and the confidentiality of all information was 
emphasized. Then, separately for each of the tests, each patient was given instructions on 
how to complete the questionnaire. For illiterate patients, the researcher read the 
questionnaire items slowly and carefully, and filled in the questionnaires together with 
the patient. 
The questionnaires took an average of 45 minutes to complete (range 35-65 minutes). All 
the patients answered the questionnaires at the hospital. Socio-demographic data were 
collected via additional questions on the questionnaires. 
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5.4.1.6. Statistical Analysis 
To assess the relationship between the BDI and the MIVIPI-D, Pearson coefficient analysis 
was used. 
Group mean differences were assessed by analysis of variance (ANOVA) to determine 
whether the variables age and marital, educational, occupational, and socio-economic 
status were independent of, or associated with, the severity of depression. 
To assess whether there were any interaction effects or main effects between these 
variables and the severity of depression, multivariate analysis of variance (MANOVA) 
(regression approach) was performed. 
Bivariate contingency analyses (chi-squared analyses) were also used to examine the 
differences between the symptoms of depression for the female patients of Dubai and the 
patients in the USA presented by Beck and Steer (1993). Because of the preliminary 
nature of this study, a significance level P<0.05 was set. 
5.4.1.7. Results 
5.4.1.7.1. Social and Demographic Features of Patients 
Fifty-six female patients were recruited from consecutive referrals to the psychiatric 
out-patient services. The mean age of the patients was 32.3 years (range 20-40). The 
basic data are shown in Table 5.3. 
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5.4.1.7.2. Clinical Characteristics of Patients as Measured by the BDI and 
MMPI-D 
Of the 56 patients who took part in the present study, 25 (45%) were diagnosed according 
to ICD-9, which is still used in the psychiatric department of Rashid Hospital, as disease 
code 296, and 31 (55%) patients were diagnosed as disease code 311. Five (9%) were 
in-patients, the rest (91%) were out-patients. 
On the BDI, 30 patients (54%) had severe depression, 14 (25%) had moderate depression, 
and 12 (21%) had mild depression. The mean score for depression on the BDI was 27.6 
(SD=11.89). 
On the MMPI-D, 13 (23%) had very high depression, 10 (18%) had high depression, 15 
(27%) had moderate depression, 16 (28%) had modal depression and two (4%) had low 
depression. The mean score for depression on the MIlVIPI-D scale was 30.08 (SD=7.27). 
The data are presented in Tables 5.3 and 5.4. 
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Table 5.3. The level of depression on the BDI and socio-demographic variables for 
the 56 patients comprising the study sample 
BDI 
Demographic Mild Moderate sever Total 
variables 
Age 
20-24 3 (43) - 4 (57) 7(12) 
25-29 1 (09) 4 (36) 6 (55) 11(20) 
30-34 3 (24) 5 (38) 5 (38) 13 (23) 
35-40 5 (20) 5 (20) 15 (60) 25 (45) 
Marital status 
Married 6 (18) 7 (21) 20(60) 33 (59) 
Unmarried 6(35) 5 (30) 6(35) 17 (30) 
Divorced 2 (50) 2 (50) 4 (07) 
Widowed 2 (100) 2(04) 
Educational status 
Illiterate 7 (100) 7 (12) 
Non-graduate 5 (24) 4(19) 12 (57) 21(38) 
Graduate or higher 7 (25) 10 (36) 11(39) 28 (50) 
Occupational status 
Housewife 5 (15) 6(18) 22 (67) 33 (59) 
Employed 6(29) 8 (38) 7 (33) 21(38) 
Student 1(50) 1(50) 2 (04) 
Socioe-conomic class 
Low 2(17) 10(83) 12(21) 
Middle 6(21) 8 (27) 15 (52) 29 (52) 
High 6(40) 4(27) 5 (33) 15 (27) 
NOTE: values in parentheses are percentages. 
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Table 5.4. The level of depression on the MMPI-D and socio-demographic variables for 
the 56 patients comprising the study sample 
Demographic MMPI-D 
variables Low Modal Moderate High V. high Total 
Age 
20-24 1 (14) 2 (29) 1(14) 1(14) 2 (29) 7 (12) 
25-29 1 (09) 3 (27) 3 (27) 3 (27) 1(09) 11(20) 
30-34 7 (54) 3 (23) 1 (08) 2 (15) 13 (23) 
35-40 4(16) 8 (32) 5 (20) 8 (32) 25 (45) 
Marital status 
Married 1 (03) 8 (24) 10(30) 6(18) 8 (24) 33 (59) 
Unmarried 1 (06) 7 (41) 4(23) 3 (18) 2(12) 17(30) 
Divorced 1 (25) 1 (25) 2 (50) 4 (07) 
Widowed 1(50) 1(50) 2 (04) 
Educational status 
Illiterate 2 (29) 1(14) 4 (57) 7 (12) 
Non-graduate 6 (29) 7 (33) 3 (14) 5 (24) 21(38) 
Graduate or higher 2 (07) 10(36) 6(21) 6(21) 4(14) 28 (50) 
Occupational status 
Housewife 1(03) 6(18) 11 (33) 7(21) 8(24) 33 (59) 
Employed 1(05) 9(43) 4(19) 3(14) 4(19) 21(38) 
Student 1 (50) 1(50) 2 (04) 
Socio-economic class 
Low 1(08) 6(50) 3(25) 2(17) 12(21) 
Middle 1(03) 10(35) 5 (17) 3 (10) 10(35) 29 (52) 
High 1(07) 5 (33) 4(26) 4 (26) 1(07) 15 (27) 
NOTE: values in parentheses are percentages. 
Pearson coefficient analysis was used to assess the relationship between the BDI and the 
MMPI-D. The result indicate that the scores were significantly correlated (r=0.67, 
P<0.001) in the sample of 56 patients at Rashid Hospital. 
5.4.1.7.3. Analyses of Severity of Depression with Demographic Variables 
One-way analysis of variance (ANOVA) was performed to determine whether age and 
marital, educational, occupational, and socio-economic status were independent of, or 
associated with, the severity of depression. As shown in Tables 5.5 and 5.6, there was no 
significant relation between age, marital status or occupation status and severity of 
depression score on either the BDI or the MMPI-D. There was however a significant 
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relation between educational status and severity of depression on the BDI (F2,53=3.52, 
P=0.037): illiterate patients scored higher than the two groups of educated patients. On 
the MMPI-D (F2,53=2.66, P=0.079), however, the significance was below 0.05, but the 
trend is close to significance. 
There was also a significant relationship between socio-economic group and severity of 
depression on the BDI (F2,53=4.25, P=0.019); patients from the low-income group scored 
higher than those in the middle- and high-income groups. By contrast, results obtained 
on this variable from the MMPI-D did not show any significant differences. According 
to the results of the BDI, whenever the level of education or the socio-economic group 
is low, depressive symptoms appear more severe. 
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Table 5.5. One-way analyses of variance of socio-demographic variables and depression 




variables Mean SD F df P 
Age 
20-24 30.43 17.14 
25-29 26.82 10.25 0.27 2,53 0.849 
30-34 25.69 11.24 
35-40 28.16 11.78 
Marital status 
Married 28.21 12.17 
Unmarried 25.24 12.33 0.49 2,53 0.691 
Divorced 29.25 10.05 
Widowed 34.50 9.19 
Educational status 
Illiterate 37.86 6.91 
Non-graduate 27.52 11.35 3.52 2,53 0.037 
Graduate or higher 25.11 12.18 
Occupational status 
Housewife 29.24 11.90 
Employed 25.05 11.73 0.79 2,53 0.457 
Student 27.50 16.26 
Socioe-conomic groups 
Low 34.17 6.93 
Middle 28.03 11.26 4.25 2,53 0.019 
High 21.53 13.68 
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Table 5.6. One-way analyses of variance of socio-demographic variables and depression 
on the MMPI-D for total of the 56 patients comprising the study sample 
Demographic 






20-24 30.00 10.50 
25-29 28.82 6.43 1.12 2,53 0.350 
30-34 27.69 7.66 
35-40 31.92 6.29 
Marital status 
Married 30.39 7.17 
Unmarried 28.35 7.65 0.99 2,53 0.402 
Divorced 31.50 6.81 
Widowed 37.00 5.66 
Educational status 
Illiterate 35.43 4.96 
Non-graduate 30.33 7.52 2.66 2,53 0.079 
Graduate or higher 28.57 7.11 
Occupational status 
Housewife 30.55 6.59 
Employed 28.90 7.72 0.79 2,53 0.457 
Student 35.00 15.56 
Socioe-conomic groups 
Low 31.08 4.94 
Middle 31.00 8.17 1.28 2,53 0.286 
High 27.53 6.74 
The relationship between all the socio-demographic variables and severity of depression 
was examined by multivariate analysis of variance for both the BDI and the NUVIPI-D. 
There were no significant effects found for any variables on the severity of depression 
with either instrument. 
5.4.1.7.4. Analyses of Symptoms of Depression 
The differences between the symptoms of depression for the 56 female patients of Dubai 
and 248 patients from the USA (Beck & Steer, 1993) were also examined by bivariate 
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contingency analyses (chi-squared analyses). Each of the 21 items on the BDI were 
analysed in order to determine precisely which symptoms of depression reflected 
differences as a function of the patient's culture. Significant or near significant 
differences were found on 13 of the 21 BDI items. With the strongest effects listed first, 
significant differences were found on self-dislike, feeling of punishment, loss of appetite, 
weight loss, body image change, fatigability, suicidal ideas, somatic preoccupation, 
indecisiveness, insomnia, and self-accusations; values of chi-squared were respectively 
39.22,26.68,22.93,11.67,9.67,6.95,5.86,5.74,4.66,3.92, and 3.91; values of P ranged 
from <0.001 to <0.05. Irritability and social withdrawal were nearly significant 
(chi-squared 3.41 and 3.35 respectively, P<O. 10). 
Pair-wise comparisons of the results of the 13 items revealed the following: on nine items 
(feeling of punishment, loss of appetite, weight loss, body image change, fatigability, 
somatic preoccupation, insomnia, irritability, and social withdrawal) Dubai patients 
scored higher on the depressive symptoms than US patients. On the self-dislike, suicidal 
ideas, indecisiveness, and self-accusation items, US patients scored higher than Dubai 
patients. The data are presented in Table 5.7. 
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Table 5.7. Chi-square analyses of depressive symptoms and ethnicity (56 patients from 
Dubai and 248 patients from the USA) on each of the 21 items of the BDI 




1- Sadness 2.15 . 142 89% 81% 
2- Pessimism . 76 . 383 77% 82% 
3- Sense of failure . 55 . 458 73% 
68% 
4- Dissatisfaction . 41 . 522 89% 92% 
5- Guilt . 40 . 526 63% 
67% 
6- Punishment 26.68 . 001 71% 34% 
7- Self-dislike 39.22 . 001 63% 93% 
8- Self-accusation 3.91 . 
047 82% 91% 
9- Suicidal ideas 5.86 . 015 41% 59% 
10- Crying 1.32 . 250 79% 71% 
11- Irritability 3.41 . 065 93% 83% 
12- Social-withdrawal 3.35 . 067 86% 74% 
13- Indecisiveness 4.66 . 
031 61% 75% 
14-Body image change 9.67 . 001 79% 56% 
15- Work difficulty 1.08 . 296 80% 86% 
16- Insomnia 3.92 . 047 84% 71% 
17- Fatigability 6.95 . 008 95% 80% 
18- Loss of appetite 22.93 . 001 79% 43% 
19- Weight loss 11.67 . 001 43% 21% 
20- Somatic preoccupation 5.74 . 
017 70% 52% 
21- Loss of libido . 99 . 320 66% 59% 
In conclusion, the findings of this study support hypothesis Hic, which predicted that 
low educational status will be associated with more severe depression than high 
educational status, and hypothesis Hle, which predicted that those in the low-income 
group will show severer depression than those in the middle and higher ranges. The 
hypotheses regarding age and marital and occupational status were not supported. 
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The results of this study also showed that the symptom profile of depression in women 
in Dubai was characterized by somatic factors. This finding confirmed the second 
hypothesis. 
Overall, the findings of this study, since they resulted from a clinical sample, provoked 
many questions. (1) Do non-psychiatric women with depressed symptoms have the same 
symptom profile of depression as the patients? (2) Is the association of depression with 
socio-demographic variables different in non-psychiatric women? (3) If psychiatric 
patients seek help from professionals, how do women from the community cope with 
their depressed feelings? The further intention was therefore to answer these questions 
by using the same procedure with a larger community sample. 
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5.4.2. Study II 
5.4.2.1. Introduction and Aims 
The patients in Study I cannot be regarded as representative of the spectrum of depressive 
conditions in the UAE culture. Nevertheless, their standardized and systematic 
description by means of the instruments used in this study provides useful information 
about the features of depressive patients treated at in-patient and out-patient psychiatric 
facilities in Dubai. Hence, the second study sought to: 
(a) detect the presence of psychiatric symptoms and in particular depressive symptoms 
in a female community sample in Dubai; 
(b) estimate the association of stresses and depression with socio-demographic variables; 
(c) reveal the coping strategies used to deal with depressed feelings and to discover how 
helpful these were. 
The results of Study I showed that the MMPI-D had some limitations when used for 
investigating the symptoms of depression among psychiatric patients. These limitations 
were that some of the questions had no relation to the cultural aspects of patients in 
Dubai, so the sensitivity of the instrument was affected. The BDI proved more relevant 
and sensitive for measuring the severity of depression in this sample. The decision was 
therefore made to eliminate the MMPI-D from further investigations. 
While Study I concerned the symptoms of depression among depressed patients, Study 
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II aimed to detect depressive symptoms among women from the community. 
Accordingly, it was of interest to detect cases of hidden psychiatric illness in women who 
considered themselves to be psychologically healthy, and then to determine the nature of 
these hidden psychiatric illnesses. The self-report GHQ was therefore used alongside the 
BDI to differentiate cases from non-cases, as it allows investigation of four dimensions 
(psychosomatic symptoms, anxiety, dysfunction, and depression). 
5.4.2.2. Hypotheses 
This study tested hypotheses HI and H2 from Study I (see Study I), but in a larger, 
community sample. In addition, it tested hypothesis H3, which postulated that there will 
be differences in coping strategies between women in Dubai and depressed women in the 
West, and that the former will be more likely to turn to alternatives like faith healing and 
social activities as more appropriate strategies for depression than psychiatric treatment. 
5.4.2.3. Sample 
5.4.2.3.1. Sampling Frame 
Since this study was looking for quantitative data in community subjects, the following 
two sampling frames were adopted. 
First: a random selection technique was used to select the subjects from the community 
in the different parts of the study area. The Ministry of Education, the Social 
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Developmental Association for Women in Dubai and the Dubai Police Headquarters were 
visited, because the majority of the staff at these places are native, and because they are 
from different levels of socio-demographic status. 
Second: snowball sampling was used, whereby one subject was asked to put us in touch 
with others. The subjects who were eligible for the study were asked whether they knew 
any others who were interested in taking part in the research. 
5.4.2.3.2. Sample Size 
Of 120 native females who were selected at random and through the snowball selection 
technique from the community population in the different parts of the study area, six did 
not return the inventories and 14 were discarded because they did not answer the majority 
of the items in the two inventories. Hence, only 100 women were recruited. Table 5.8 
shows the number of subjects selected from each area. 
Table 5.8. Description of the community sample in different parts of the study area 
Study area Number of subjects 
Social Developmental Association for Women in Dubai 48 
Ministry of Education 
Researches & Studies Centre of Police Headquarters 
27 
10 




The following instruments were used in this study: 
1. The Beck Depression Inventory (BDI). 
2. The General Health Questionnaire, 28-item version (GHQ-28). 
3. The Antidepressive Activity Questionnaire (AAQ). 
Details of these instruments were given earlier in this chapter (see sections 5.3.2,5.3.3, 
and 5.3.4). 
5.4.2.5. Procedure 
Permission to carry out the study was obtained from the administration of the Social 
Developmental Association for Women in Dubai, the Ministry of Education, and the 
Dubai Police Headquarters. Individual consent was obtained from each subject. 
The majority of the subjects (85 of 100) were seen at the Social Developmental 
Association for Women in Dubai (48 subjects), or at the Ministry of Education (27 
subjects), or at the Researches and Studies Centre in the Dubai Police Headquarters (10 
subjects). These subjects were seen in group settings. The other 15 subjects were seen 
individually in their homes. 
Before administration of the questionnaires, the main aims of the research were explained 
to the subjects by the researcher as follows: 
that we were interested in their attitudes to themselves and in how they respond to 
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difficult or stressful events in their lives (for example, there are lots of ways to deal with 
stress; these questionnaires ask you to indicate what you generally feel and do when you 
experience stressful events). 
It was also explained to the subjects that all the information would be confidential and 
that no-one would be identified by name. 
Subjects were asked to answer honestly and independently and were reminded that there 
were no right and wrong answers. They were also asked to fill in the questionnaires as 
fully as possible. Before administering the questionnaires, the instructions for each were 
read out to the subjects. 
After completing each questionnaire, the forms were collected and the next form 
distributed. The questionnaires were given in following order: BDI, GHQ-28, AAQ. 
Incomplete forms were discarded from the study. 
The BDI and the GHQ-28 were scored according to the standard instructions. The AAQ 
was scored to yield two kinds of data: frequency data and helpfulness data (see below, 
section 5.4.2.7.5). 
Socio-demographic data were collected on a separate sheet of paper. This work was 
carried out between January 1996 and May 1996. 
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5.4.2.6. Statistical Analysis 
The Statistical tool STATCALC Epi-Info-6 was used to calculate the sample size 
required for this study (see section 5.2.3). In order to test the relationship between the 
BDI and GHQ-28, Pearson correlation coefficients were computed between the total 
scores of the two instruments. 
To compare the means of demographic sub-groups, one-way analysis of variance with the 
Scheffe test was used to test for significant differences. 
To explore differences among the socio-demographic variables (age, and marital, 
educational, occupational, and socio-economic status) in order to determine whether they 
were independent of, or associated with, the severity of depression, and to assess whether 
there were any interactions or main effects between these variables and the severity of 
depression, a multivariate analysis of variance (MANOVA) (regression approach) was 
performed. 
In order to compare the frequencies of responses to items on the BDI between depressed 
patients from Study I and normal women with depressive symptoms from this study, 
bivariate contingent analysis (chi-squared analysis) was performed. 
In order to examine the differences between the varying levels of depressed mood and 
coping style, independent t-tests were conducted on the number of subjects in each group 
endorsing AAQ items. 
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In order to determine whether coping activities were related to the demographic variables, 
or whether there were any interactions between these variables and the coping activities, 
multivariate analysis of variance was performed. 
5.4.2.7. Results 
5.4.2.7.1. Social and Demographic Features of Subjects 
All of the subjects were classified as natives of the UAE, in that they were born in and 
received their education in the United Arab Emirates, and were primarily from Muslim 
backgrounds. The mean age of the subjects was 28.06 years (range 18-43). Sixty per cent 
of the women were single (43% were non-married, 10% were divorced, and 7% were 
widowed), and 40% were married. All of the subjects had some kind of educational 
qualification. The basic data are shown in Table 5.9. 
5.4.2.7.2. Clinical Characteristics of Subjects as Measured by the BDI and 
GHQ-28 
Of the 100 native women who completed the BDI, five had severe depression, six had 
moderate depression, 23 had mild depression, and 66 were without any appreciable 
symptoms. The mean score for depression on the BDI was 10.41 (SD=8.94). The relevant 
data are presented in Table 5.9. 
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Table 5.9. The level of depression on the BDI and socio-demographic variables for the 
100 non-psychiatric females comprising the community sample 
BDI 
Demographic variables Normal Mild Moderate Severe Total 
Age groups 
18 - 19 5 (46) 3(27) 1 (09) 2(18) 11 
20 - 29 36 (74) 11(22) 0 (---) 2 (04) 49 
30 - 39 17(57) 9(30) 4(13) 0( ---- ) 30 
40 - 49 8(80) 0( ---- ) 1(10) 1(10) 
10 
Marital status 
Single 40(67) 15 (25) 3 (05) 2 (03) 60 
Married 26 (65) 8 (20) 3 (7.5) 3 (7.5) 40 
Educational status 
Literate 15 (60) 6(24) 3 (12) 1(04) 25 
Preparatory school 14 (61) 6 (26) 1(04) 2 (09) 23 
High school 14 (54) 9 (34) 2 (08) 1(04) 26 
Graduate or higher 23 (88) 2 (08) 0( ---- ) 1(04) 26 
Occupational status 
Housewife 39 (58) 19 (28) 5 (07) 5 (07) 68 
Working 27 (84) 4 (13) 1(03) 0( ---- ) 32 
Socio-economic group 
Low 12(44) 8(30) 3(11) 4(15) 27 
Middle 31 (66) 13 (28) 2 (04) 1(02) 47 
High 23 (88) 2 (08) 1(04) 0( ---- ) 26 
NOTE: values in parentheses are percentages. 
On the GHQ-28,33 subjects showed appreciable symptoms while 67 did not show any 
noticeable symptoms, and the mean score for the GHQ-28 was 7.67 (SD=5.43). The 
relevant data are presented in Table 5.10. 
174 
Table 5.10. The level of depression on GHQ-28 and socio-demographic variables for the 
100 non-psychiatric females comprising the community sample 
GHQ-28 
Demographic variables Normal Cases Total 
Age groups 
18-19 5(08) 6(18) 11 
20 - 29 39(58) 10(30) 49 
30 - 39 16(24) 14(43) 30 
40 - 49 7(10) 3(09) 10 
Marital status 
Single 39 (58) 21(64) 60 
Married 28 (42) 12 (36) 40 
Educational status 
Literate 13 (19) 12 (36) 25 
Preparatory school 14 (21) 9 (28) 23 
High school 18 (27) 8 (24) 26 
Graduate or higher 22 (33) 4 (12) 26 
Occupational status 
Housewife 41(61) 27 (82) 68 
Working 26(39) 6(18) 32 
Socio-economic group 
Low 10(15) 17(52) 27 
Middle 34(51) 13 (39) 47 
High 23 (34) 3 (09) 26 
NOTE: values in parentheses are percentages. 
Pearson coefficient analysis was used to test the relationship between BDI and GHQ-28 
scores. The results indicated that BDI score was significantly correlated with GHQ-28 
score (r=0.92; P<0.000) in the sample of 100 non-psychiatric women, which indicates 
that the `case' screening using the BDI was closely related to that using the GHQ-28. 
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5.4.2.7.3. Analyses of Severity of Depression with Demographic Variables as 
Measured by the BDI 
The effect of each socio-demographic variable on the severity of depression was 
examined by conducting one-way analyses of variance on the means of the BDI. 
Significant associations were found between severity of depression and occupational 
status (Fi, 98=8.47, P=0.005); the highest rate of depression was found among the 
housewives, whose rate was just over twice that of the working women. 
There was also a significant association between severity of depression and socio- 
economic status (F2,97=11.51, P=0.001): the low-income group appeared to have higher 
rates of depression than the middle- and high-income groups. 
Analyses of age, marital status, and educational status showed that there were no 
significant relationships between these variables and severity of depression on the BDI. 
The results of these analyses are presented in Table 5.11. 
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Table 5.11. One-way analysis of variance of socio-demographic variables and 
depression on BDI for total of 100 females from the community sample 
BDI 
ANOVA 




18-19 14.82 12.87 
20-29 8.43 7.82 2.003 3,96 0.119 
30-39 11.73 7.53 
40-49 11.30 11.62 
Marital status 
Single 9.52 8.25 
Married 11.75 9.85 1.50 1,98 0.223 
Educational status 
Literate 11.76 10.01 
Preparatory school 12.00 9.84 
High school 11.08 7.93 1.75 3,96 0.162 
Graduate or higher 7.04 7.48 
Occupational status 
Housewife 12.13 9.76 
Working 6.75 5.43 8.47 1,98 0.005 
Socio-economic groups 
Low 16.11 11.16 
Middle 9.85 7.23 11.51 2,97 0.001 
High 5.50 5.52 
The relationship between all the socio-demographic variables and severity of depression 
was examined next by multivariate analysis of variance on BDI scores. No significant 
effects were found for any variables; therefore, to determine the interactions between the 
variables, it was decided to covary the age group and the education variables. The results 
indicated that the BDI score for depression was associated with socio-economic status 
(F2,86=3.58, P=0.032) and occupational status (Fi, 86=7.36, P=0.008), while age, marital 
status, and educational status did not predict any association with depression, and 
interaction between these variables had no significant effects on the severity of 
depression. Results of these analyses are provided in Table 5.12. 
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Table 5.12. Regression analysis for the socio-demographic variables and the severity of 
depression on the BDI 
Demographic variables SS DF MS F Sig 
Within residual 5525.40 86 64.25 
Regression 133.55 2 66.77 1.04 . 358 
Marital status . 64 1 . 64 . 01 . 921 
Occupational status 472.77 1 472.77 7.36 . 008 
Socio-economic status 459.59 2 229.80 3.58 . 032 
Marital by occupational status 71.47 1 71.47 1.11 . 295 
Marital by socio-economic status 61.83 2 30.92 . 48 . 620 
Occupational by socio-economic status 69.42 2 34.71 . 54 . 585 
Marital by occupational by socio-economic 95.53 2 47.76 . 74 . 479 
status 
In general, it emerged that occupational and socio-economic status each had a separate 
effect on the severity of depression (as determined by the BDI) in both analyses (one-way 
ANOVA and multivariate analysis). 
5.4.2.7.4. Analyses of GHQ-28 Scores with Demographic Variables 
The effects of the demographic variables on GHQ-28 scores were examined by 
conducting one-way analyses of variance on the mean scores of the GHQ-28. A 
significant effect of age on GHQ-28 scores was found (F3,96=3.044, P=0.033): the 
highest scores (10 and above, which indicate stress) on the GHQ-28 were found amongst 
those aged 18-19 and 30-39 years. 
Another significant effect on GHQ-28 scores was found to be occupational status 
(Fi, 98=3.92, P=0.051); the highest scores were found among those women who were not 
working. 
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Analysis of socio-economic status showed a strong effect of this demographic variable 
on GHQ-28 scores (F2,97=11.78, P=0.001); the low-income group appeared to have 
higher scores on the GHQ-28 than the middle- and high-income groups. The results also 
showed that there was no significant effect of marital and educational status on GHQ-28 
scores. The results are presented in Table 5.13. 
Table 5.13. One-way analyses of variance of socio-demographic variables and 






F df P 
Age 
18-19 9.73 7.44 
20-29 6.08 4.68 3.044 3,96 0.033 
30-39 9.30 4.89 
40-49 8.30 5.89 
Marital status 
Single 7.47 5.08 
Married 7.98 5.97 0.208 1,98 0.649 
Educational status 
Literate 9.48 5.79 
Preparatory school 7.83 6.22 
High school 7.38 5.09 1.74 3,96 0.164 
Graduate or higher 6.08 4.32 
Occupational status 
Housewife 8.39 5.86 








11.78 2,97 0.001 
The relationship between all the socio-demographic variables and their effects on 
GHQ-28 scores were examined next by multivariate analysis of variance. The procedures 
which were used for the analysis of BDI scores were also used for the analysis of 
GHQ-28 scores: the analysis was conducted first on all variables, but no significant 
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effects were found for any; therefore, to determine the interactions between the variables, 
it was decided to covary the age group and the education variables. The results revealed 
that only socio-economic status was associated with the higher GHQ-28 scores 
(F2,83=4.17, P=0.019); the other four demographic variables - age, and marital, 
educational, and occupational status - were not significantly associated with high 
GHQ-28 scores and were not significantly inter-related. Results of this analysis are 
provided in Table 5.14. 
Table 5.14. Regression analysis for socio-demographic variables and severity of 
depression on the GHQ-28 
Demographic variables SS DF MS F Sig 
Within residual 1920.61 83 23.14 
Regression 62.59 2 31.30 1.35 . 264 
Socio-economic status 192.93 2 96.47 4.17 . 019 
Marital status 46.55 1 46.55 2.01 . 
160 
Occupational status 105.92 2 52.96 2.29 . 108 
socio-economic by marital status 37.05 2 18.52 . 80 . 453 
socio-economic by occupational status 156.38 4 39.09 1.69 . 160 
Marital by occupational status 4.81 1 4.81 . 21 . 650 
socio-economic by marital by 10.22 2 5.11 . 22 . 802 
occupational status 
Overall, it can be concluded that the only demographic variable significantly associated 
with higher rates on the GHQ-28 in multivariate analysis was socio-economic status, 
while in one-way ANOVAs, age, socio-economic status, and occupational status each had 
a separate effect on GHQ-28 scores. 
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5.4.2.7.5. Analyses of Symptoms of Depression on the BDI 
The major depression symptoms were studied using two approaches. The first was by 
calculating the percentage of subjects in the total sample who endorsed depression on the 
BDI items as indicating major signs of depression symptoms. Table 5.15 shows the 
results of this approach. This approach was not used in Study I, since the sample of Study 
I was a clinical one, and it was expected that they would endorse all the symptoms of 
depression. 
Table 5.15. Percentage of subjects who endorsed BDI item choices greater than 0 
(n =100) 
BDI items Endorsed by 
1- Sadness * 60% 
2- Pessimism 18% 
3- Sense of failure 13% 
4- Dissatisfaction * 53% 
5- Guilt 18% 
6- Punishment 41% 
7- Self-dislike 13% 
8- Self-accusation * 53% 
9- Suicidal ideas 6% 
10- Crying 27% 
11- Irritability * 65% 
12- Social-withdrawal 47% 
13- Indecisiveness 35% 
14- Body image change 38% 
15- Work-difficulty 26% 
16- Insomnia 46% 
17- Fatigability * 62% 
18- Loss of appetite 41% 
19- Weight loss 24% 
20- Somatic preoccupation 27% 
21- Loss of libido 18% 
* Items endorsed by 50% or more. 
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Table 5.15 shows that the five major components of depressive symptoms in the total 
sample studied, endorsed by more than 50% of the subjects, are as follows: sadness, 
dissatisfaction, self-accusation, irritability, fatigability. These five items were chosen to 
be the major cultural components of depression symptoms in the total sample. 
The second approach used in studying the major components of depression in the sample 
was identifying the depressed subjects in the sample and then calculating the items 
endorsed by 50% or more of these subjects. For this purpose, a depressed subject was 
defined as one whose score on the BDI exceeded 15. Thus, scores of 16-33 on the BDI 
indicated mild depression, scores of 34-45 indicated moderate depression, and scores of 
46-63 indicated severe depression. Thirty-four subjects met this criterion for depression 
(23 mild, six moderate, and five severe). The major components of depression for the 
depressed subjects are shown in Table 5.16. 
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Table 5.16. Percentage of depressed subjects who endorsed BDI item choices greater 
than 0 (n = 34) 
BDI items Endorsed by 
1- Sadness * 82% 
2- Pessimism * 53% 
3- Sense of failure 38% 
4- Dissatisfaction * 88% 
5- Guilt * 50% 
6- Punishment * 71% 
7- Self-dislike 38% 
8- Self-accusation * 74% 
9- Suicidal ideas 18% 
10- Crying 47% 
11- Irritability * 79% 
12- Social-withdrawal * 74% 
13- Indecisiveness * 76% 
14- Body image change * 74% 
15- Work-difficulty * 62% 
16- Insomnia * 65% 
17- Fatigability * 91% 
18- Loss of appetite * 62% 
19- Weight loss 38% 
20- Somatic preoccupation * 50% 
21- Loss of libido 47% 
* Items endorsed by 50% or more. 
It can be seen from Table 5.16 that 15 out of the 21 items constituting the BDI were 
endorsed by more than 50% of the depressed subjects. Considering the five items in 
Table 5.15 endorsed by more than 50% of the total sample as signs of depression, it can 
be seen that these items also appear as major items in Table 5.16, endorsed by the 
depressed subjects. These five items could be considered as the major cultural 
components of depression in this study's sample. 
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For comparative purposes, bivariate contingency analyses (chi-squared) were conducted 
on the each of the 21 items of the BDI in order to determine the differences among the 
symptoms of depression for the 56 female patients from Study I and the 34 females with 
depressed symptoms from this study. Significant or near significant differences were 
found between the patients and the community sample with depressed symptoms on 11 
of the 21 BDI items. With the strongest differences listed first, the differences were found 
for sense of failure, crying, pessimism, suicidal ideas, self-dislike, and insomnia 
(chi-squared 10.79,9.45,5.50,5.32,5.00, and 4.37 respectively, values of P ranged from 
<0.001 to <0.05). Work difficulty, irritability, somatic preoccupation, loss of libido, and 
loss of appetite were nearly significant (chi-squared 3.74,3.56,3.47,3.16, and 2.98 
respectively, P<O. 10). 
Pair comparison of the results of the 11 items revealed that the patient sample scored 
higher on these 11 items than the depressed community sample. The relevant data are 
presented in Table 5.17. These data indicate that patients had higher levels of severity 
than the community sample. 
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Table 5.17. Chi-squared analysis of depressive symptoms between 56 depressed patients 
and 34 females with depressed symptoms on each of 21 items of the BDI 





1- Sadness . 88 . 348 89% 82% 
2- Pessimism 5.50 . 019* 77% 53% 
3- Sense of failure 10.79 . 001* 73% 38% 
4- Dissatisfaction . 024 . 877 89% 88% 
5- Guilt 1.36 . 244 63% 50% 
6- Punishment . 007 . 932 71% 71% 
7- Self-dislike 5.00 . 025* 63% 38% 
8- Self-accusation . 942 . 332 82% 74% 
9- Suicidal ideas 5.32 . 021* 41% 18% 
10- Crying 9.45 . 002* 79% 47% 
11- Irritability 3.56 . 059* 93% 79% 
12- Social-withdrawal 2.05 
. 
152 86% 74% 
13- Indecisiveness 2.36 
. 
124 61% 76% 
14- Body image change . 301 . 583 79% 74% 
15- Work-difficulty 3.74 . 053* 80% 62% 
16- Insomnia 4.37 . 037* 84% 65% 
17- Fatigability . 41 . 523 95% 91% 
18- Loss of appetite 2.98 . 084 79% 62% 
19- Weight loss . 187 . 666 43% 38% 
20- Somatic preoccupation 3.47 . 062 70% 50% 
21- Loss of libido 3.159 . 076 66% 47% 
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5.4.2.7.6. Analysis of the Antidepressive Activity Questionnaire (AAQ) 
Data scoring for the AAQ was carried out as follows: each questionnaire was scored to 
yield two kinds of data: (a) frequency data on a three-point scale (rarely, sometimes, quite 
often); (b) helpfulness data on a three-point scale (not very, moderately, very). In order 
to determine the activities frequently used by the subjects and those that they rated as 
helpful, it was decided to choose only the activities rated as being done often and found 
very helpful. The other two categories, rarely/not very and sometimes/moderately, were 
considered only in determining the number of items ticked by the subjects and the 
number of times that each item was ticked. In order to determine the average number of 
items ticked and the average number of items rated helpful, it was decided to consider 
only those items which were endorsed by 50% or more of the subjects. 
The 100 activities of the AAQ were placed into seven categories according to their 
components (see Appendix 5): (1) items 1-32 were labelled as `activity and work'; (2) 
items 33-40 were labelled as `self-care and maintenance'; (3) items 41-50 were labelled 
as `pharmacological'; (4) items 51-61 were labelled as `cognitive and affective 
experience'; (5) items 62-76 were labelled as `aesthetics, entertainment, and 
contemplation'; (6) items 77-96 were labelled as `help and comfort seeking'; (7) items 
97-100 were labelled as `avoidance'. 
All 100 AAQ items were ticked at least once; the highest number of ticks for one item 
was 75. Each subject ticked at least four items; the highest number of items ticked by one 
subject was 97. Table 5.18 shows that only 19 of the 100 items were endorsed by more 
than 50% of the subjects. 
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Table 5.18. Antidepressive Activity Questionnaire items endorsed, often done, or very 
helpful, as mentioned by a sample of 100 subjects 
AAQ items Endorsed Often done Very helpful 
1- Keep busy. 69 17 (25) 18 (26) 
2- Do something I enjoy. 60 36 (60) 24 (40) 
3- Give myself a treat. 54 18(33) 30(56) 
4- Do something to take my mind off it. 60 21(35) 15 (25) 
5- Do something I can get engrossed in. 51 18 (35) 15 (29) 
6- Stick to my normal routine. 66 42 (64) 30 (45) 
10- Go for walk. 51 12(24) 21(41) 
18- Do housework. 66 42 (64) 36 (55) 
19- Cleaning or tidying. 63 39 (62) 39 (62) 
20- Cooking or baking. 57 18 (32) 15 (26) 
23- Go shopping. 63 12(19) 9(14) 
28- Take a rest. 54 15 (28) 21 (39) 
31- Play with children or watch them playing. 51 18 (35) 30(59) 
33- Have a bath. 51 33(65) 36(71) 
37- Go to bed. 57 18 (32) 18 (32) 
77- See a friend or friends. 51 24 (47) 30(59) 
78- Ring someone up. 60 21(35) 24(40) 
92- Take comfort in my religion. 60 36 (60) 36(60) 
94- Pray. 75 48 (64) 60(80) 
NOTE: Values in parentheses are percentages. 
In view of the probably quite non-specific effects of behaviours such as keep busy, stick 
to my normal routine, go shopping, do something to take my mind off it, do something 
I enjoy, ring someone up, cooking or baking, go to bed, take a rest, do something I can 
get engrossed in, and go for a walk, it is not entirely surprising that the majority of the 
subjects found these activities not very helpful or moderately helpful rather than very 
helpful. It is clear that these activities are likely to be readily available much of the time 
in many or most ordinary environments, so that even though such activities may be 
unlikely in themselves to produce a solution to people's problems, they will probably at 
least be there to help people get themselves together sufficiently to tackle more strenuous 
forms of coping. 
With regard to the method of coping, Table 5.18 shows that the more common anti- 
depressive activities chosen by women in general are those under the first category, which 
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was labelled as `activities in general'. These ranged from domestic work, distracting 
activities, pleasurable activities, engrossing activities, and desirable activities to vigorous 
activities. They were chosen by 51-69% of the subjects. It was considered that most of 
these activities are `close to home' : `stick to my normal routine' (66%), `do housework' 
(66%), `cleaning or tidying' (63%), and `cooking or backing' (57%) are much more 
common than `have a change of scene' (42%), `go for a drive' (36%) or `take a holiday' 
(30%). They seem also to be the activities that ordinary social life is made of: `ring 
someone up' (60%), `see a friend or friends' (51%), and `talk to someone about how I am 
feeling' (42%) were much more commonly reported than `see my doctor' (27%), `see my 
psychiatrist' (18%), `see my psychologist' (18%), or `see some other professional helper' 
(18%) (see Appendix 5). 
5.4.2.7.7. Depressed and Non-depressed Women and Type of Coping 
In order to examine the differences between varying levels of depressed mood and coping 
style, the community sample was split on the basis of their BDI score into a depressed 
group (n=34, BDI score of 15+) and a non-depressed group (n=66, BDI score of 14 and 
below). Comparative statistical analysis, using independent sample t-tests, was conducted 
in order to examine overall differences in coping between depressed and non-depressed 
subjects. 
Since coping activities were rated in terms of both frequency and helpfulness, and since 
- as has been mentioned already - only the activities which were often used and found 
very helpful will be considered in the analysis, separate comparative analyses were 
employed. 
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The two groups differed with regard to the number of items endorsed (t. 98=2.34, P=0.02), 
which indicates that depressed women used more coping activities for their depressed 
feelings than non-depressed women. This significant difference was found on all 100 
items of the scale. When t-test analysis was conducted on the 19 items chosen by more 
than 50% of the total subjects, there was a significant difference with regard to the 
number of items endorsed between depressed and non-depressed women (t. 98=2.04, 
P=0.044), in that depressed women chose more activities than non-depressed women. No 
additional significant differences were found between the two groups on the frequencies 
of the activities which were often used or on the activities which were found very helpful, 
either for the 100 items of the scale or for the 19 items endorsed by 50% or more of the 
subjects. The results of the t-test analysis are presented in Table 5.19. 
Table 5.19. t. test analysis for the coping activities endorsed by depressed and non- 





Coping responses Mean SD Mean SD df t. value 
100 items, endorsed 33.35 17.79 43.00 22.58 98 2.34 
19 items, endorsed 10.55 4.21 12.44 4.78 98 2.04 
100 items, often used 11.11 5.65 13.56 8.28 98 1.55 
19 items, often used 4.85 2.78 4.94 2.66 98 0.16 
100 items, very helpful 11.33 5.87 13.53 8.13 98 1.40 
19 items, very helpful 4.98 2.89 5.24 3.27 98 0.39 
It was interesting to see next whether women who endorsed the largest number of items 
on the AAQ were also those with the most `very helpful' ratings. To accomplish that, 
independent sample t-tests were employed on the number of subjects who rated the 100 
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activities and the 19 activities endorsed by more than 50% of the subjects as often used 
and very helpful. There was a significant difference (t. 198=3.46, P=0.001) between 
non-depressed and depressed women on the 100 items of the AAQ with regard to how 
often they used these activities. Non-depressed women often used these activities more 
than depressed women. Similar results were found with the 19 items endorsed by a 
majority of the subjects, with significant differences on these items between the 
non-depressed and depressed women in terms of how often they used these activities 
(t. 36=3.94, P=0.001). 
There was a significant difference in terms of how helpful the subjects found the 
activities on the 100 items of the AAQ between the non-depressed women and depressed 
women in favour of the non-depressed women (t. 198=3.46, P=0.001). The analysis of the 
19 items gave similar results, with non-depressed women indicating that those activities 
which they often used were `very helpful' significantly more than did the depressed 
women (t. 36=3.86, P=0.001). Tables 5.20 and 5.21 show the items of the AAQ which 
were endorsed by 50% or more of the subjects in both groups and their ratings of how 
often they used them and how helpful they found them. 
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Table 5.20. AAQ items endorsed, often used, or very helpful mentioned by 50 % or more 
of the non-depressed women (n=66) 
Non-depressed women (n=66) 
AAQ items Endorsed Often V. H. 
1- Keep busy. 48(73) 16(33) 16(33) 
2- Do something I enjoy. 35 (53) 24 (69) 18 (51) 
3- Give myself a treat. 33 (50) 12 (36) 21(64) 
4- Do something to take my mind off it. 40(61) 14(35) 12 (30) 
6- Stick to my normal routine. 40 (61) 31(78) 20 (50) 
10- Go for walk. 33 (50) 10(30) 16 (49) 
18- Do housework. 42 (64) 28 (67) 23 (55) 
19- Cleaning or tidying. 36 (55) 22 (61) 22 (61) 
20- Cooking or baking. 35 (53) 11(31) 9(26) 
23- Go shopping. 39 (59) 7 (18) 6 (15) 
33- Have a bath. 33 (50) 22 (67) 23 (70) 
37- Go to bed. 35(53) 11(31) 10(29) 
78- Ring someone up. 37(56) 13(35) 15(41) 
92- Take comfort in my religion. 39 (59) 24 (62) 23 (59) 
94- Pray. 48 (73) 30 (63) 36 (75) 
NOTE: Values in parentheses are percentages. 
* Very helpful 
191 
Table 5.21. AAQ items in order of endorsed, often used, and very helpful mentioned by 
50% of the depressed women (n=34) 
Depressed women (n=34) 
AAQ items Endorsed Often V. H. * 
1- Keep busy. 21(62) 1(05) 2(10) 
2- Do something I enjoy. 25 (74) 12 (48) 6 (24) 
3- Give myself a treat. 21(62) 6 (29) 9 (43) 
4- Do something to take my mind off it. 20(59) 7(35) 3(15) 
5- Do something I can get engrossed in. 19 (56) 3 (16) 3 (15) 
6- Stick to my normal routine. 26 (76) 11(42) 10 (39) 
7- Do something constructive. 17 (50) 6 (35) 3 (18) 
8- Do something vigorous. 20 (59) 4 (20) 8(40) 
10- Go for walk. 18(53) 2(11) 5(28) 
14- Work. 20(59) 6 (30) 4(20) 
17- Work hard. 20(59) 6 (30) 5 (25) 
18- Do housework. 24(71) 14(58) 13(54) 
19- Cleaning or tidying. 27 (79) 17 (63) 17 (63) 
20- Cooking or baking. 22 (65) 7 (32) 6 (27) 
23- Go shopping. 24(79) 5(21) 3(13) 
24- Buy clothes. 18 (53) 6 (33) 7 (39) 
25- Buy something nice. 17 (50) 6 (35) 7 (41) 
28- Take a rest. 22 (65) 7 (32) 9 (41) 
31- Play with children or watch them playing. 21(62) 10(48) 14(67) 
33- Have a bath. 18(53) 11(61) 13(72) 
35- Have something to eat. 19 (56) 9 (47) 5 (26) 
37- Go to bed. 22 (65) 7 (32) 8 (36) 
38- Take a nap. 19(56) 2(11) 3(16) 
50- Have coffee or tea. 18 (53) 7 (39) 5 (28) 
51- Try to find out what is making me depressed. 19(56) 13 (68) 12 (63) 
53- Reminding myself it won't last. 17(50) 3(18) 5(29) 
54- Think about something else. 21(62) 5 (24) 5 (24) 
55- Take myself out of it. 17 (50) 9 (53) 6 (35) 
57- Have a good cry. 18 (53) 8 (44) 8(44) 
62- Get out of the house, go out. 18(53) 7 (39) 3 (17) 
70- Read a newspaper, journal or magazine. 22(65) 9(41) 12(55) 
76- Find peace and quite. 21(62) 10(48) 9 (43) 
77- See a friend or friends. 22(65) 10(46) 11(50) 
78- Ring someone up. 23 (68) 8 (35) 9 (39) 
79- Have a meal with people. 18(53) 0( ---- ) 2(11) 
85- Talk to someone about how I'm feeling. 17 (50) 5 (29) 6 (35) 
92- Take comfort in my religion. 21(62) 12 (57) 13 (62) 
94- Pray. 27 (79) 18 (67) 24 (89) 
NOTE: Values in parentheses are percentages. 
* Very helpful 
It seems clear from this analysis that the quantity of a person's activity is not necessarily 
a guarantee of its quality. 
5.4.2.7.8. Analysis of Coping Activities with Demographic Variables 
To determine whether coping activities were related to the demographic variables, a 
multivariate analysis of variance (MANOVA) was first conducted on all variables, and 
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no significant effects were found, either for each variable individually or for the 
interaction between these variables. Therefore, to limit the large number of interactions 
between the variables, it was decided to covary the age group and the education variables. 
The MANOVA tables for the three analyses of the AAQ variables (endorsed, often used, 
very helpful) are given in Tables 5.22,5.23, and 5.24. 
Table 5.22. Analysis of variance for number of items endorsed by different 
demographic variables 
Variables SS df MS F Sig. 
Within residual 36229.00 86 421.27 
Regression 554.66 2 277.33 . 66 . 520 
Marital status 203.61 1 203.61 . 48 . 489 
Occupational status 1.63 1 1.63 . 00 . 951 
Socioeconomic status 200.80 2 100.40 . 24 . 788 
Marital by occupational status 330.91 1 330.91 . 79 . 378 
Marital by socio-economic status 193.07 2 96.53 . 23 . 796 
Occupational by socio-economic status 412.96 2 206.48 . 49 . 614 
Marital by occupation by socio-economic 15.08 2 7.54 . 02 . 982 
Table 5.23. Analysis of variance for number of items rated often used by different 
demographic variables 
Variables SS df MS F Sig. 
Within residual 4005.72 86 46.58 
Regression . 72 2 . 36 . 01 . 992 
Marital status 6.13 1 6.13 . 13 . 718 
Occupational status 4.89 1 4.89 . 11 . 747 




Marital by occupational status 187.57 1 187.57 4.03 . 048* 
Marital by socio-economic status 10.06 2 5.03 . 11 . 898 
Occupational by socio-economic status 56.97 2 28.49 . 61 . 545 
Marital by occupation by socio-economic 6.53 2 3.27 . 07 . 932 
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Table 5.24. Analysis of variance for number of items rated very helpful by different 
demographic variables 
Variables SS df MS F Sig. 
Within residual 4109.63 86 47.79 
Regression 2.60 2 1.30 . 
03 . 
973 
Marital status . 77 1 . 77 . 02 . 900 
Occupational status 15.57 1 15.57 . 33 . 570 
Socio-economic status 7.98 2 3.99 . 08 . 920 
Marital by occupational status 115.17 1 115.17 2.41 . 124 
Marital by socio-economic status 17.29 2 8.64 . 18 . 835 
Occupational by socio-economic status 35.14 2 17.57 . 37 . 693 
Marital by occupation by socio-economic 15.74 2 7.87 . 16 . 848 
It can be seen from the three tables above that there were no significant main effects of 
any of the demographic variables on any of the AAQ variables. However, on the second 
AAQ variable ('often used', in Table 5.18) there was a significant interaction between 
marital and occupational status (Fi, 86=4.03, P=0.048). 
In conclusion, the results of this study show that depression appears more severe in 
housewives and in low-income groups. These findings support hypothesis Hlb, which 
predicted that married women would show severer depression than single women. The 
results also support hypothesis Hle, which predicted that those in low-income groups 
would show severer depression than those in the middle and higher ranges. The results 
also show that the major components of depression in this sample, according to the 
self-report statement (BDI), are sadness, dissatisfaction, self-accusation, irritability, and 
fatigability. This finding partially supports the second hypothesis, which predicted that 
the symptom profile of depression in women in Dubai would be characterized by the 
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presence of many somatic symptoms. 
The study of coping strategies showed that women in Dubai are more likely to turn to 
domestic work, faith healing, and self-care activities as preferred strategies for coping 
with depression. These strategies reflect avoidance methods, active cognitive methods, 
active behavioural methods, and avoidance behavioural methods. They focus on 
emotional discharge and problem solving. This finding partially supports the third 
hypothesis, which predicted that women in Dubai are more likely to turn to alternatives 
like faith healing and social activities as more appropriate strategies for depression than 
psychiatric treatment. 
The field observation revealed that women in Dubai used some indigenous expressions 
which were not included in the standardized questionnaires used in this study to describe 
their symptoms. This matter is addressed in the third study, which will attempt to 
determine which other expressions are used in Dubai. 
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5.4.3. Study III 
5.4.3.1. Introduction and Aims 
The findings of Study II indicated that there are some differences in the symptom profile 
of depression between patients and community subjects. Some indigenous expressions, 
which were not included in the standardized questionnaires that were used in Study II to 
screen the depressed cases and to measure the severity of depression, were used by the 
subjects to describe and illustrate their symptoms. It is well known that there are 
metaphorical meanings and idiomatic expressions in each language which would not be 
tapped by standard research instruments or their strict translations. For this reason, it was 
thought essential to collect local idioms of distress. Therefore, this study aimed to: 
(a) investigate the concepts and words related to depression among the native people of 
Dubai; and 
(b) develop a checklist of depression-related words and expressions from the indigenous 
language of Dubai. 
5.4.3.2. Hypotheses 
The hypothesis of this study is that the conceptions of depression in the people of Dubai 
will differ from Western psychiatric views of depression (ICD-10 and DSM-IV) in 
relation to clinical presentation and details of symptomatology. 
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5.4.3.3. Sample 
5.4.3.3.1. Sampling Frame 
This study was designed to collect qualitative data about the concepts and words related 
to depression. Two kinds of subject were therefore needed; these will now be described. 
Subjects for the focus group. Since the purpose of this part of the study was to capture 
the opinions and perceptions of the native people of Dubai about depression, and to avoid 
the fallacy of assuming that any one individual can represent their culture's conceptions 
of depression, and with regard to the budgetary and time constraints of the research, a 
series of focus group interviews were conducted with participants of either sex and of 
different socio-demographic characteristics such as age and marital, educational, 
occupational, and socio-economic status. As mentioned earlier in this chapter, it was 
decided to concentrate on individuals whose social position brought them into contact 
with large numbers of people, and who occupied a position of trust and respect within the 
community (community leaders). This would mean that their perceptions and responses 
were based on wide experience of events and problems in the community. These 
individuals were initially selected to be the subjects of the focus groups. It was decided 
to restrict the participants to the native adult people of Dubai of either sex. 
Two strategies were used to identify participants for focus group interviews: first, 
existing members or employees attending the associations mentioned above were 
contacted, and only the native employees were selected; second, owing to the limited 
quantity of information in the lists, those who had already passed through the selection 
screen and had agreed to take part in the interviews were asked to suggest further 
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participants who would meet the qualifications required. 
Next, it was important to concentrate on the composition of the groups. Krueger (1994) 
described a focus group that is characterized by homogeneity but with sufficient variation 
among participants to allow opinions to be constructed. Most commonly, homogeneity 
is sought in terms of occupation, educational level, age, and gender. Care has therefore 
been taken in mixing individuals from different age groups and lifestyles. The size of 
each focus group was also determined by the number of individuals available in each 
place that they were selected from, and according to the theoretical recommended size 
of the focus group, namely 6-12 participants in each session (Krueger, 1994). 
The subjects for focus groups were drawn from the Researches and Studies Centre in 
Dubai, the Dubai Police Headquarters, and the Social and Developmental Association for 
Women in Dubai. 
Subjects for the open-ended inquiry. This part of the study was designed to obtain the 
words or idioms related to depression in the language used by the native people of Dubai. 
The sampling frame therefore concentrated on natives from Dubai who spoke fluent 
native Arabic and were willing and able to cooperate. It was important to get subjects as 
much as possible from both sexes and from different demographic statuses, since the 
open-ended inquiry was designed to include all of these varieties. Hence, a random 
selection technique was used to select the subjects from the community in the different 
study areas. The plan was to visit the places were native people from both sexes and 
various demographic levels could be found easily, such as the Ministry of Education, the 
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Ministry of Labour and Social Affairs, the Economic Developmental Department, the 
Social Developmental Association for Women in Dubai and the Dubai Police 
Headquarters. The other strategy used for selecting the subjects of this study was 
snowball sampling: the participants were asked if they knew of others who met the 
qualifications and who would be willing to take part in this study. 
5.4.3.3.2. Sample Size 
Basic characteristics of the two samples are discussed below. 
Focus groups sample. Care was taken to select subjects without a history of any 
psychological illness or any mental disorders. From a total of 53 subjects (28 females and 
25 males) contacted, only 40 (20 females and 20 males) participated in the focus group 
sessions; the other 13 subjects (eight females and five males) were unable to take part in 
the interviews for practical reasons. Table 5.25 shows summary data for the focus group 
subjects. 
Table 5.25. Description of focus group samples in the different study areas 
Study area Female (n=20) Male (n=20) 
Researches and Studies Centre 
Dubai Police Department 
6 (7) 8 (10) 
3 (5) 12 (15) 
Social Developmental Association for Women 11(16) 0( ) -- 
Note: values in parentheses are the original focus group samples, values outside the parentheses are 
the numbers of subjects who took part in the focus group sessions. 
Community sample. As neither quantitative nor qualitative data about the local words 
or idioms of depression in Dubai previously existed, it was difficult initially to determine 
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the number of subjects that would be needed. To determine the sample size it was 
therefore decided to sample until saturation point was reached _that 
is, when the data 
began to stop telling us anything new about the emotional words under scrutiny. This 
point was reached with approximately 100 cases in each group. The decision was 
therefore taken to discard the 66 last questionnaires (from 46 females and 20 males) since 
they did not add any new data. This left 100 females and 100 males in this community 
sample. Tables 5.26 and 5.27 shows summary data for the original community sample 
and for the sample which was used for analysis. 
Table 5.26. Description of original community sample in the different study areas 
Study area Female (n=146) Male (n=120) 
Ministry of Education 27 19 
Ministry of Labour and Social Affairs 17 15 
Economic Developmental Department 25 50 
Social Developmental Association for Women 45 0 
Dubai Police Headquarters 12 23 
Snowball sample 20 13 
Table 5.27. Description of the community sample that was used, broken down by study 
area 
Study area Female (n=100) Male (n=100) 
Ministry of Education 18 16 
Ministry of Labour and Social Affairs 17 12 
Economic Developmental Department 10 39 
Social Developmental Association for Women 29 0 
Dubai Police Headquarters 10 20 
Snowball sample 16 13 
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5.4.3.4. Instruments 
The open-ended inquiry was only the instrument used for this investigation. Details of 
this instrument were outlined earlier in this chapter (see section 5.3.5). 
5.4.3.5. Procedure 
Focus groups. Since it was difficult for most of the subjects who were contacted to join 
the interviews because of other commitments, each subject was contacted individually 
at their place of work or at the relevant organization and was asked to participate in a 
group at a particular time and place after obtaining permission from the administration 
of the organization. Subjects were also informed of the general topics for the interview, 
and an effort was made to let all participants feel that they were needed at the interview 
and that their special experiences or insights would be of value in the study; meanwhile, 
they were asked to put us in touch with other native people. 
Nine females selected from Dubai Police Headquarters and from the Researches and 
Studies Centre were involved in the first focus group interview, which was conducted in 
the Centre's conference room on 1 April 1996. Eleven females selected from the Social 
Developmental Association for Women in Dubai were involved in the second focus 
group interview, which was conducted in the same place on 9 April 1996. On 3rd and 
20th May 1996, focus group interviews for males were conducted. Eight males were 
selected from the Researches and Studies Centre and were interviewed in the Researches 
and Studies Centre conference room, while the second focus group interview comprised 
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12 males selected from different departments of Dubai Police Headquarters and was 
conducted in the conference room at the Public Relations Department of the Dubai 
Police. 
Since the purpose of this part of the study was to conduct an initial investigation about 
how the people of Dubai perceive depression, it was important to keep in mind that the 
intent of the focus groups was not to infer but to understand, not to generalize but to 
determine the range, not to make statements about the population but to provide insights 
about how people perceive a situation. As a result, and owing to time limitations, the 
decision was made to conduct only four focus groups (two for females and two for 
males). Fortunately, each of first focus group interviews for either sex provided a 
considerable amount of new information; much less derived from the second focus 
groups, suggesting that there would have been little value in continuing with additional 
group discussions. 
The schedule of each focus group interview was based partly on previous reports about 
focus groups theory and practice and partly on earlier research carried out in developing 
countries and using vignettes (Wig, Suleiman, Routledge, et al., 1980). The schedule 
consisted of seven parts: (1) identifying data concerning a certain mental disorder as 
defined by a vignette; (2) questions on the subjects' knowledge of how many individuals 
corresponding to this vignette description and living in the area were known to them; (3) 
a question on the subjects' recognition of such descriptions in people they know; (4) 
questions on the subjects' views of depression as an illness or problem; (5) a question on 
the subjects' knowledge about causes of such illnesses or problems; (6) an indication of 
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where people would usually first seek help for depressed feelings; (7) questions on the 
subjects' opinions about the seriousness and the personal, family, and social 
consequences of such illnesses or problems. 
The vignette was one of seven from Wig, Suleiman, Routledge, et al. (1980), who used 
them as a means of portraying several mental disorders without using technical language. 
Depressive neurosis was the condition chosen for the vignette in this study. The skeleton 
vignette simply indicated the age, sex, and main symptoms or behaviour of the person 
being described, and it was to be as interesting and lively as possible. The skeleton 
account was embellished by using local names and expressions and by referring to local 
events and customs. The aim was to produce an account which gave a concise, vivid and 
easily understood picture of the clinical condition which at the same time was interesting 
and striking to the listener. The vignette is reproduced below. 
`A person complains of different troubles at different times; troubles such as head-aches, 
pains in the stomach, general weakness of the body and tiredness. He/she may not be 
doing her/his work as well as he/she usually can. He/she finds it difficult to fall asleep. 
In addition, he/she is worried about problems he/she faces (money, children, housing) 
and was irritable with close relatives and friends. He/she cannot relax or enjoy 
his/herself properly'. 
The focus groups were conducted by the researcher, who led the groups through 
questions that sought to facilitate the discussion among the group members (these 
questions are given in section 5.4.3.6.2). The discussions were tape recorded in order to 
facilitate later analysis. Each session lasted two hours. As soon as each focus group 
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session was completed, the tape recording was transcribed, and studied along with the 
researcher's notes. 
The open-ended inquiry. Subjects for this part of the study were selected randomly and 
by the snowball technique from different associations, organizations, and residences of 
the Emirate of Dubai. Permission to participate in the study was obtained from the 
administrations of the Ministry of Education, the Ministry of Labour and Social Affairs, 
the Economic Developmental Department, the Social Developmental Association for 
Women in Dubai, and the Dubai Police Headquarters, and from each participant. 
The single point of entry for data collection was the indigenous word for `emotion'. No 
standardized checklists, inventories, rating scales or a priori theoretical definitions of 
emotion categories were employed. 
The 200 subjects (100 males and 100 females) were given an explanation about the main 
aim of the research and were asked to list on the open-ended inquiry form all the words 
that they could think of which indicated emotion and which complete the frame `I feel... '. 
They were also informed that all the information would be treated confidentially and that 
no-one would be identified by name. Finally, subjects were asked to answer honestly and 
independently, and were reminded that there were no right and wrong answers. 
The majority of the subjects (135 of 200) completed the inquiry on their own and 
returned it to the investigator in person. The other 65 (all women) completed the form 
with the investigator's help at the Social Developmental Association for Women in Dubai 
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in three group sessions (involving 18,22, and 25 subjects respectively). 
5.4.3.6. Results 
5.4.3.6.1. Social and Demographic Features of Focus Group Subjects 
(1) Female samples. The mean age of the 20 female participants in the two focus groups 
was 33.6 years (range 23-54). 
(2) Male samples. The mean age of the 20 male subjects who participated in the two 
focus group interviews was 34.85 years (range 27-50). 
The basic data for both samples are shown in Table 5.28. 
Table 5.28. The socio-demographic status of the focus group samples (20 females, 20 
males) 
Demographic variables Females Males 
Age groups 
23 - 29 9 (45%) 4(20%) 
30 - 39 7(35%) 11(55%) 
40 - 54 4(20%) 5 (25%) 
Marital status 
Married 11(55%) 13 (65%) 
Single 9 (45%) 7 (35%) 
Educational status 
Illiterate 5 (25%) 0( -------- ) 
Educated 15 (75%) 20 (100%) 
Occupational status 
Working 12 (60%) 20(100%) 
Not working 8 (40%) 0( -------- ) 
Socio-economic groups 
Low 5(25%) 0( -------- ) 
Middle 12(60%) 18 (90%) 
High 3 (15%) 2(10%) 
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5.4.3.6.2. Analysis of Focus Group Sessions 
In order to present the groups' opinions and perceptions about depression, the findings 
of the focus group sessions were organized around the key questions which followed the 
vignette. 
5.4.3.6.2.1. Female Sessions 
(1) Do you know individuals in the community matching this description? 
In each group session most of the women cited a number of cases they knew or had heard 
about with symptoms mentioned in the vignette or with additional symptoms. Most of 
them felt that such individuals were not seriously ill. Typical comments by the women 
included: 
- `Yes, there are a lot of people who suffer from these symptoms and they frequently visit the hospitals 
seeking treatment, but they are not really ill... they are psychologically tired... ' 
- `I know many people from my family and neighbourhood who have similar symptoms, but they are not 
suffering from a serious illness... ' 
- `I have heard about people with these symptoms.. .1 think everybody might 
have them... . Since you are 
psychologically not good.. ' 
(2) What kind of symptoms does she have? 
The most common response to this question was that the people that the subjects knew 
were suffering mainly from physical problems, but they also reported that, as far as they 
knew, these individuals' medical reports from clinics or hospitals showed that they were 
not seriously ill. Some participants reported other symptoms such as social withdrawal, 
feeling fearful, loss of appetite, irritability, insomnia, neglecting their appearance, 
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agitation, sadness, aggression, jealousy, paranoid thinking, sensitivity, boredom, loss of 
libido, eating too much, excessive thinking (worries), and crying. Typical comments by 
the participants on this question included: 
she always feels unwell, she has pain in her heart and it is beating too much... she visited many 
hospitals and doctors and all of them said she has nothing serious... she is uncomfortable at home... all the 
medicine she has had was useless... her mind is busy all the time with a lot of problems... in other words 
she wants to get rid of the problems at home.. . 
but they are increasing... ' 
- `My neighbour is suffering from very strong pain in her heart and very severe head-aches... she has 
visited many doctors... they said that there is no medical reason for that... and they treat her with pain 
killers... ' 
- `My sister is divorced and has one child, she is always suffering from pains in her stomach and back, and 
complaining all the time... we took her to many doctors and motawas [religious healers] and all of them 
reported that she has no serious physical problems... ' 
- `My aunt is in her late forties, always suffering from feelings of fear, crying most of the time, feeling 
general weakness in her body, and she has no appetite to eat or to sit with anybody, she gets nervous very 
easily and cannot sleep well or relax... ' 
- `My friend is suffering from difficulty in breathing, she cries and has no appetite, she does not want to 
talk, neglects her appearance, and she always complains that she feels contraction in her muscles and 
something creeping on her skin... ' 
It was realized that there were different opinions towards crying: older and less educated 
women saw it as shameful and unusual for an Emirates woman to cry when she feels 
depressed, and felt that she should not show her feelings to others and should keep them 
to herself. If these feelings were too much, she should only cry when she was alone. 
Depression should be `inside' and nobody should know about it. Responses from these 
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women included: 
- `Women in the past never showed their feelings... a woman kept her problems inside and tried to act as 
if she was not depressed, and if she wants to cry she avoids showing that to others... but as much as she can 
she keeps it hidden inside... ' 
- `We are the Arabs, we never cry ... we endure... 
but these new generations they are so soft and weak... they 
cryfor any reason... ' 
- `It is a shameful thing for a mature woman to cry ... she 
has to be patient and accept her situation... ' 
By contrast, the younger women, who were more highly educated, felt that crying was 
better than keeping stresses and sad feelings inside yourself; they said that hiding your 
feelings may cause a lot of physical illness, and they did not think that there was any 
problem about showing your feelings. Their responses included: 
- `If a woman cries she will not suffer from these symptoms, but if she keeps her feelings inside she will 
suffer from many other symptoms... ' 
- `A woman who cries feels better... ' 
- `Why should I keep my feelings bottled up... ?' 
(3) Do you think there is a problem? If so, what would you call it? 
All the participants agreed that there was a problem behind the symptoms mentioned in 
the vignette, but they also felt that there was no serious illness. Some of them mentioned 
that such symptoms may arise for internal reasons in some personalities and do not 
always occur for external reasons, such as life events. The words they used to name this 
problem were varied and based more on the personal attributes of the sufferer than on any 
knowledge or technical expertise concerning the problem. The participants used words 
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such as `obsessive', `anxiety', `sadness', `delusions', `fear', `depression', `bad mood', 
`paranoid', and `psychological illness' to label the symptoms they recognized. Typical 
comments were: 
- `I call these symptoms psychological illness... ' 
- 'I think this is obsession [waswas] because it makes you think too much and be worried about something 
that does not exist sometimes... ' 
... when you think or are afraid of something that 
does not exist I call it delusions [halwasa]... ' 
- `I think these feelings of fear of something unknown is called paranoia... ' 
(4) What do you think are the causes of her illness or problems? 
The majority of respondents reported that the reason for depression might be marital 
problems, such as polygamy, divorce, or emotional distance between the couple. Others 
said that the responsibilities of women are increasing, especially as far as bringing up 
children is concerned, since husbands rarely share these responsibilities with their wives, 
and are always busy with their businesses or distracted by having two or more families 
if they have more than one wife. It was clear that the participants were strongly 
influenced by the effects of rapid social changes upon women in Dubai, and by the effect 
of the conflict, which has invaded the region over the last three decades, between the 
traditional and inherited interpretation of some Islamic rules about women=s situations 
and the facts of modern life. 
Passing the age of marriage was a possible reason for depression among single women, 
especially given society's pressure on the single woman. Women's position in the family 
and other people loading them with a lot of pressures without paying attention to their 
feelings and needs were other reasons reported by many of the participants. The responses 
209 
of the participants included sentences such as the following: 
- `Husbands are the main reason for women's depression... ' 
- `My husband is the reason for all my problems... he left me and got married to another woman... ' 
- ... this polygamy is widespread in our society, it is very easy 
for a man to marry another woman and 
leave his first wife and children without a minimum level of support... ' 
- `It is true many families were destroyed and many women got psychological problems... ' 
- 'Bringing up children nowadays is very difficult, a mother on her own cannot afford it, a father should 
take part in that responsibility ... 
but where is he?!... ' 
- `A father should sit with his wife and children and talk to them; children do not always listen to their 
mother... ' 
- `Many young women got married to anyone who knocked on their doors because they were afraid that 
they would pass the age of marriage... but after less than one year some of them got divorced... they create 
for themselves another bad situation because our societies put a lot of pressure on the divorced woman... ' 
- `Passing the age of marriage puts the girl in a very bad situation, she has to face a lot of troubles and 
pressures from her family and the society, she has to be tied to her family all her life even after her parents 
die, she must live with one of her brothers, she has no right to live by herself nobody will support her... not 
even the government, at least for divorced and widowed women there are some facilities offered for them 
by the government such as [a] monthly salary and house or piece of land, but not for a single woman... ' 
- `I think this problem is much more difficult for the illiterate than for working single women... ' 
- `It seems to me that single women have no rights in our societies, she should be always under a man's 
supervision... ' 
- `I think that a single woman has less problems than a married women, especially if she is educated and 
working; she can depend on herself although she is living with her family. At the end she is their daughter 
and they will give her more care... but the married woman, nobody helps her, even not the law... the man 
has all the rights... ' 
The interesting point in these sessions was that all the women who participated were 
210 
critical of polygamous marriages and talked in detail about the problems which are 
provoked by such marriages for the first wife and the children. The women spoke very 
loudly and with enthusiasm, but when one of them said that this kind of marriage is 
permitted for men in Islam and that they have the right to marry up to four wives, some 
other women said that this kind of marriage should be allowed only under special 
conditions and that the man should be fair to all his wives, but that nobody can guarantee 
that. After these interactions the participants stopped talking about this problem, as they 
realized that they had committed a `sinful act'. This feeling was normal for them, 
especially when they talked about something which they knew they were forbidden 
(haram) to talk about, as the religious people always say, because in this case it is 
`against Allah's will'. 
(5) Is there anything that can be done about it? Who should do it? 
The responses to this question varied with the age and educational level of the 
participants, except that the effect of the perception of others was a major factor in all 
responses. It was clear that the older and less educated women tended more to religious 
behaviours, self-help, and acceptance of the situation, or if necessary sought help from 
relatives or friends. They were less enthusiastic about help from professionals. 
The younger and more educated women, although they criticized the psychiatric services, 
did suggest that some types of case with the symptoms under discussion need psychiatric 
help. These women were, however, not much different from the older women in their 
recommended ways of confronting these symptoms. Keeping yourself busy, talking to 
members of the family or to friends, asking God for help, reading the Koran and praying, 
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or finding a good faith healer (motawa) were strongly recommended by the majority of 
the participants. 
It is useful to highlight the responses of the participants, because they reflect the effect 
of culture on their concepts of mental illness and treatment. Their responses included the 
following: 
- `If a woman is depressed due to her marital problems, she has to be patient and try to survive, because 
if she leaves her house she will lose everything... the man will come back to her one day... ' 
- `... read the Koran and depend on Allah... ' 
- `... keeping herself busy will help her a lot... ' 
- `It depends on one's personality ... if she can 
keep herself busy with working or studying or anything which 
lets her forget her problems, I think in that case she doesn't need help from anybody... but if she can't... then 
she has to seek help... ' 
- `Deep and strong faith in Allah will help her to overcome her problems... praying and asking Allah for 
help without deep faith is useless... ' 
- `Reading the Koran helps a person to reduce his stresses and fears and gives him great strength for 
facing his problems... ' 
- `I think complaining to Allah is enough... ' 
- `She should get involved in social life by joining a women's association or visiting friends... etc... she 
shouldn=t shut herself away at home... ' 
`If she is very sick she could go to a psychiatrist... ' 
'A psychiatrist cannot help the depressed patient if the problems which create this depression still exist, 
but he may be able to help her to accept her situation and try to deal with it' 
- `... a psychiatrist cannot help unless he gives her some pills to calm her down and to help her to sleep... ' 
- `Psychiatrists use only pills or ECT and this is not good for the patient's health in general... ' 
- `If there are symptoms like pain in different parts of her body, it would be better to give her pain killers, 
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because as long as she has these pains she will never concentrate on her psychological problems which 
I think are the source of her pains... ' 
- `If there is no real problem but only some fears and delusions, then psychotherapy will 
be very useful to 
change these negative ideas... ' 
- `Psychotherapy is better for these cases... ' 
- `If we consider that 50% of our people are illiterate, so they will never think about psychiatric treatment, 
and if we consider that the other 50% are educated, so psychiatric treatment means for them that they are 
going mad... ' 
- `Our society looks at the person who visits the psychiatric clinic as though 
he is mad [majnoon] ... even 
the psychiatric hospitals in our society are not distinguishing between the serious and the simple 
cases... they mix them together in the in-patients' departments... ' 
- `Since there is no awareness about psychological problems among our people they will never understand 
about cases they may find among their families, and especially if this case is a woman... they think she has 
some emotional problems, or she wants to get married if she is single, or it is something normal because 
women are always emotional... and don't worry she will be fine... ' 
- `There are some cases that cannot be treated by psychiatrists, but they go 
for a treatment to a religious 
healer [motawa], these cases are like they have been affected with black magic... ' 
- `Yes, some people harm others with black magic which affects one's 
life and causes the same symptoms 
as a psychiatric patient... this case cannot be treated in the hospitals, she just needs a good motawa to 
decipher this black magic... ' 
... [in] cases which 
have been affected by hasad [evil eyes] the motawa can help them by reading some 
verses of the Koran... ' 
- `Motawas are not always good, some of them cheat people and take a 
lot of money... some of them who 
are good, they cannot treat psychological problems but they treat hasad cases and people who are affected 
by black magic or possessed by jinn... ' 
It can be seen that a large number of women among the participants, although they 
believe in modern psychiatric treatment and show their desire for modernization, tend to 
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believe in religious healers since their practices are more related to the Muslim religion. 
This faith in religious healers may also be due in part to the limited availability of 
specialized psychiatric services in Dubai. 
(6) Do you think this disorder will get worse? To what extent? 
The prevalent feeling was that the disorder would progress to a madness (jinoon) if the 
person could not cope with this feeling and did not receive any treatment. This question 
gave a clear indication of the extent of the participants' concern for and awareness of the 
various conditions which affect women. This could be seen very clearly in their 
responses, of which the following are typical: 
`It may progress to madness and she may spend the rest of her life in the hospital... ' 
`It may cause sexual problems, she may lose all her interest and enjoyment in her sexual relationship... ' 
`She may lose all her relatives' and friends' support, and they will not be interested in her complaints... ' 
`It may cause her a serious physical illness like ulcers, colitis, paralysis... ' 
`The improvement of this disorder may take different forms and that depends on the person's level of 
education, cultural background, and social class... ' 
- `It may increase suicidal ideas... ' 
(7) Do you think this disorder is harmful to the individual, her family, and the 
community? How? 
The responses to this question and to the next three questions revealed a degree of 
sufferance on the part of the women participating in the focus group sessions, which may 
represent the sufferance of the majority of women in UAE society. Their responses 
indicated awareness of a larger problem to which they might otherwise not have given 
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attention or priority: women's position in the family (especially for married women). The 
following are some examples: 
- 'If there is a women suffering from depression, the first bad thing that will 
happen to her is that her 
husband will divorce her or get married to another wife, because men in our societies cannot tolerate a 
depressed women... ' 
- `That is true... but if a man is depressed the woman should be patient and has to accept the situation and 
try to live with it... ' 
Other responses concerned family relations and social life, and concentrated on social 
withdrawal: 
- `It is harmful for the individual at first and then for her children and the 
family because her depressed 
feelings will affect her behaviour towards them... ' 
- `When she cannot act normally with herself and with her family, usually she cannot act normally 
in the 
community... ' 
- `She will have no communication with her neighbours or friends... ' 
- `She may withdraw from social life... ' 
(8) Do you think this disorder will impair her chances of marriage, or the 
continuation of an existing marriage? 
- `It could impair the chances of marriage for some girls who are affected with these feelings and who 
have 
isolated themselves from society... ' 
- `Those who think that marriage is a solution for depression may find themselves in more trouble since 
they may accept anyone who asks them to get married... and maybe he is not a good person... ' 
- ... the 
depressed girl will look older than her age and that may impair her chances of marriage... she will 
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neglect her appearance and have no interest in taking care of herself .. she will 
lose her self-confidence... ' 
- `For an unmarried person maybe he or she will be not able to start a new 
life because they are not 
interested in that... ' 
... an existing marriage 
for women could be destroyed if her husband divorced her or got married to 
another wife... and for a man he may affect his wife and children and make a lot of troubles for them... and 
maybe in time his wife will become depressed... ' 
- `In an existing marriage more problems and sadness and arguments will provoke serious problems 
between the couple and the husband may neglect his wife and get married to a second one... ' 
(9) Do you think that the individual will provoke problems at home during her/his 
illness? 
Several participants felt strongly that the individual would provoke a lot of problems for 
her family and for others around her. Their responses included: 
- `She will provoke a lot of problems at home, the children will be neglected 
by their mother because she 
has no interest in anything, she will cause problems with her husband and that may be a good reason for 
him to get married again... there will be problems also with her husband's family... ' 
- `Yes, she creates an atmosphere of sadness around her family's life... ' 
- `She will cause a lot of troubles because of her nervous mood... ' 
- `If her depressed feelings last for a long time, this may cause dislike and jealousy of others, and in that 
case she may try to revenge herself upon happy people... she will be nervous with everybody around her... ' 
(10) How much do you think the individual will be capable of work or study? 
Most of the participants agreed that there would be difficulties for a depressed person at 
work or during study, but others saw that work or studying may be a solution for 
depression: 
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- `It will affect her ability to study or work, especially if her depressed feeling are very strong... 
' 
- `It depends on her personality... some people feel better when they are involved in work or 
keep 
themselves busy by studying... ' 
5.4.3.6.2.2. Male Sessions 
(1) Do you know people in the community matching this description? 
`Yes, I know somebody who has continuous head-aches and tiredness... ' 
`I know many people who have some of these symptoms, such as tiredness and irritation... ' 
`I have a relative who always complains of head-aches and he is always nervous with his family... ' 
`I know a person who has isolated himself and does not like to talk to anybody... ' 
`Anybody can suffer from these symptoms in difficult circumstances... ' 
(2) What kind of symptoms does he have? 
- `He is isolated, doesn't integrate with others, and doesn't like to talk to anybody... ' 
- `He is pessimistic and silent... ' 
- `He is not happy with anything and sees everything around him as wrong... ' 
- `Listens to sad music... ' 
- `He thinks about suicide... ' 
- `Generally silent, not talking to anybody, afraid of meeting people, crying... especially at night... 
' 
- `He suffers from some skin diseases such as alopecia... ' 
- `He has lost a lot of weight... ' 
- `I think these symptoms are rare among Arab men, because always they can find somebody to support 
and listen to them... ' 
(3) Do you think there is a problem? If so, what would you call it? 
- `It is a problem, and I call it depression... ' 
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`It is a psychological problem... ' 
`It is sadness... or we could call it irritation... ' 
(4) What do you think are the causes of his illness or problems? 
- `Problems in the family... ' 
- `Neglected and disturbed childhood increases the possibility of being depressed in adulthood... ' 
- `Friends may ruin a person's life by making fun of him and insulting him... these things make a person 
so depressed... ' 
- `Emotional problems.... such as failing in love... ' 
- `Nastiness and hatred for others make the person always feel depressed... ' 
- 'Anything that is against human nature causes depression... ' 
- `The political situation and the oppressive laws in our society, which people cannot change, causes 
depression... ' 
- `I think the person should adapt himself to these situations and let life go on... ' 
- `Sometimes even this adaptation is considered as an illness... if the person adapted himself to the wrong 
things he is not normal... ' 
- `When the person cannot fulfil his gaols or defend his gaols... in other words... when he feels helpless, he 
will be depressed... ' 
- `I think that the cause of depression is that a person is unable to solve his problems... these problems 
differ because people's interests are different... therefore for the employee, for example, his problems lie 
in his house, family, and money, so if he is faced a problem in these areas and he was not able to meet his 
financial obligations to support himself and his family... I think he will be in trouble... but if he could find 
a solution to these problems, so men are more resistant to depression... ' 
... the employee who works 
in a place for a long time without any change in his situation, I think in time 
he will feel depressed... why? Because he feels unable to change anything... and so on. You can measure 
it in administrative and political changes... you cannot expect that changes to happen in a few months... and 
if the person has tendency to suffer from depression, and he has never been thought to solve his problems 
because there always somebody to do it for him, it will happen very easily... ' 
218 
- `Our educational system encourages these kinds of behaviours... that a person 
depends on others to solve 
his problems... you can see that a student at school wants the questions in the exam to be like the questions 
he studied in his book... he doesn't want creative questions... and so on with the students in the university 
and the employees... all of them are too dependent... ' 
- `I think that a person should try to change the thing which he thinks is wrong, and we all 
know the people 
who are responsible for these mistakes... if they don't want to change it, it will not change... but the 
important thing is that you should know that you tried to change but you couldn't... you should believe that 
you know what is right... but don't wait for others to solve your problems... ' 
- `If you reached the point that you tried and you couldn't make any changes, 
don't give up... try with other 
people... ' 
- `We say that religion is related to all our life. In the past if anyone 
had a problem he would have gone 
to one of his older relatives and discussed his problem with him, but nowadays you cannot trust anybody. 
It is difficult to reveal your feelings to anyone, even your relatives, nobody has time for you... in the past 
if you had had any social or financial problems, or any kind of problems, all the people around you would 
have offered their help and supported you... life in [the] past was something else and now it is 
different. .. people are so much 
less religious nowadays... ' 
- 'If situations and life change then there is no doubt that there will 
be a drift away from religion... ' 
- `I see some people sitting in the mosque not praying and not reading the Koran 
but just sitting silently. 
Are they religious people? Maybe they are depressed... ' 
- `I think there are two ways of causing depression. The first way is inflexibility, if a persons 
fixed in one 
environment, with the same people, his problems are always the same, and there is nothing new in his life 
he will be depressed. The second way is with food; I think that the food which people eat is related in some 
way to depression... if you look at monks and priests they always depend on vegetarian food while the 
primitive people always eat meat... I think to find a balance for food and flexibility is very helpful to protect 
you from depression... ' 
- `Yes, I agree with these points... if you are living in a changeable environment you will not 
be depressed 
and you wish to stay in it forever, but if you are living in [a] limited environment you will never see the 
beauty of the life, you will be depressed even if you have a charming wife... ' 
- `I think depression in our society starts from 20 years old and above... ' 
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- `The problems between the couple drive one of them to depression... ' 
- `Mostly [it is] the woman who becomes depressed because she 
lives with all the problems and she cannot 
change anything or make any decisions... she is worried about society, people, and her family... compared 
to the man's situation she is worse off... ' 
As the participants started to talk about depression in women, it was a good opportunity 
to add a question about their opinion of depression in women and what they think causes 
it. 
- `Women are more depressed than men... because they are emotional... ' 
- `The reason for depression in women is their husbands... I know 18 women whose 
husbands were the main 
reason for their depression... and I think that it is the main reason for depression in UAE's society... ' 
- `I think women's emotional natures are the main reason for their depression, and because of that nature 
women are very sensitive, and maybe a sad film can make a woman depressed for a whole day... ' 
- `I think that women's lack of knowledge about the men's natures is the reason for their 
depression; for 
example, a man likes to have freedom of movement... to come and go whenever he wants... he loves to be 
free... and if a wife can't understand that and she tries to do the same as him and go shopping or visiting 
friends whenever she wants... and tries to be free like him... in this case she will feel that her husband is like 
the cork in the bottle and she can't get out of it easily... and this will cause her depression, but a real 
woman who knows her duties toward her husband and her children will stay at home obeying what Allah 
said in His book...! think this kind of woman will not feel depressed if she doesn't go out of her house, 
because her house is in her priority... ' 
- `I think that a woman who is used to having that kind of freedom of movement and 
being able to visit her 
friends before her marriage, if after she gets married her husband tries to prevent her... this will create a 
conflict between the new life at her husband's house and her previous life at her father's house, and if she 
couldn't adapt herself to this new life she will be depressed.. ' 
- `I don't think that she will be depressed for these reasons...! think that the main reason for depression 
in women is to be unable to be a mother... if she is barren... she is always depressed.. ' 
- `I believe that the nature of women as an emotional creature is the first reason for her vulnerability to 
depression... the second reason is the atmosphere around her in our society, such as husband, customs and 
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traditions, the absence of her husband most of the time because he is always busy at his work in the 
morning and with his business in the evening and she is neglected at home... in other words everything 
around is to her disadvantage ... the atmosphere at 
home, having to stay at home most of her time... her 
husband not talking to her... not discussing anything with her... and if he wants to talk to somebody his wife 
will the last one he thinks of... our traditions don't give a woman enough chance to talk and express 
herself. .. there is always a 
limit on her talking and if she tries to exceed this limit she will be disobedient 
from society's point of view ... I agree that 
husbands are the main reason for depression in married 
women... and for the single woman, there is another authoritarian figure like her father or brother, which 
means that depression in women in the majority of the cases is due to domination of men over women's 
lives under the guise of religion and traditions... ' 
- `Yes, the men are one of the reasons that women become depressed 
but not always... and he is not doing 
that on purpose... he is also controlled by a system which obliges him to do that... this system and its 
traditions and customs are also a source of depression for men... they project their own depression onto 
women... and at the end she becomes a victim and transfers her depression to her children... so the whole 
system is depressed and they are only exchanging their roles... ' 
- `Depression in women or in anybody is due to failure in making decisions or 
due to loss of rights and 
being unable to achieve it... however, these reasons differ proportionately from person to person, but men 
are not always the causes of women's depression, there are many things affecting women's lives: the 
conditions of the society, modernization, how the society, family, and men appreciate women and their 
participation in life... a lot of reasons...! believe that women are stronger than men in tolerating all these 
social and physical pressures and still managing their lives and continuing their duties... ' 
- `Yes, although women make a big effort to bring up their children and take care of their homes, they have 
been deprived of a lot of their rights, while men do less but get most of their rights... ' 
- `The personal status law in our society is an injustice to women... ' 
(5) Is there anything that can be done about it? Who should do it? 
- `A man can talk to his family, father, mother, or one of his brothers or friends... ' 
- `He should try to integrate in the society by getting involved in community work... ' 
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- `Find a good friend... ' 
- `Maybe he has no friends... ' 
- 'Mix with other people... ' 
- `I think it is better for him to pray and read the Koran... ' 
- `When a person is very seriously depressed then only 
his faith will prevent him from committing 
suicide... ' 
`I believe that it is a kind of treatment for depression to read the Koran and pray... Allah will protect 
him... ' 
`One should read the Koran to protect oneself from jinn and evil eyes [hassad]... ' 
`It [reading the Koran] is also useful for obsessive thoughts... ' 
`I think it is a psychological situation, if you can persuade yourself that Allah has cured you then it is a 
solution.. . 
but not everybody can do that... ' 
- `Then he can go to a religious healer [motawa]... he will protect him with verses 
from the Koran... ' 
- `The motawa exists in our society, and also very highly educated people visit 
him if they can't find 
anybody else to help them, especially if they have heard that this motawa helped many people and they 
have been cured... ' 
- `In the past people depended on the motawa, but now people go to psychiatrists... 
' 
- `Yes, a psychiatrist may give him medical permission not to work 
for a while and may advise him to go 
abroad for a holiday... ' 
- `I don't agree, the psychiatric clinics in our country are underdeveloped, they 
don't know anything about 
psychotherapy... ' 
- `There are no clear ideas about psychological illnesses or psychological treatments... so 
how can I go 
there... ?' 
- `If you go to visit any psychiatrist it is as if you are visiting an ENT practitioner... ' 
- `I think that the psychiatrists themselves need treatment... ' 
- `Maybe the psychiatrist increases the risks in the situation when he admits a new case with some simple 
symptoms alongside other cases which are very serious... ' 
- `It is better that one tries to avoid the hospitals as much as one can... since they aren't nice to the 
patients... ' 
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- `Treatment by talking to the patient and therapy sessions is much 
better than giving him some pills... ' 
- `When a person has a financial problem and he becomes 
depressed because of this problem, nobody can 
help him until he finds somebody to solve his financial problem, but there are some people who can 
manage their situation, while there are some who cannot if the problem still exists... ' 
(6) Do you think this disorder will get worse? To what extent? 
- `He may lose his mind and become mad [majnoon]... ' 
- `He may commit suicide... ' 
- `He may kill his wife and children... ' 
(7) Do you think this disorder is harmful to the individual, his family, and the 
community? How? 
- `It could be very harmful for the individual if he tried to commit suicide... ' 
- `It will provoke a lot of trouble between the couple at home... and he may 
be very aggressive toward his 
wife and his children... ' 
- `He may withdraw from society... ' 
(8) Do you think this disorder will impair his chances of marriage, or the 
continuation of an existing marriage? 
- `It may be a reason for divorce... ' 
- `For a single man it will reduce his chances for marriage because he has no interest in it... 
' 
- 'Some people think that getting married will cure your depression... maybe it is true 
because I know a 
person who was very depressed before his marriage but now he has changed... he is another person... ' 
(9) Do you think the individual will provoke problems at home during his illness? 
- `He may become careless about his family, and neglect his wife and his children... ' 
- 'He may be rude and very nervous for any reason and harm his wife... ' 
- `I think it depends on his level of education... if he is aware of his feelings then 
he will try to avoid any 
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troubles with his wife or his family, so he might go out to see some friends and that will help him to relieve 
these feelings and be normal with his family... ' 
- `It has no relationship to education...! know some people who are very 
highly educated but their 
behaviour is worse than illiterate people... it is a matter of manners and how they were brought up during 
their childhood... ' 
- `Sometimes you cannot talk to your wife about your problems, you need another man to talk to... 
but wives 
don't understand that and they think that the man is thinking about another woman... and it makes a lot 
of troubles between them... ' 
(10) How much do you think the individual will be capable of work or study? 
- `He will not have any interest in going to work... he will find it difficult to do that... ' 
- `It depends on the source of his depression; if it is his work then 
he will have a lot of psychological 
pressures if he goes to his work, but if it is his home, then he will be glad to escape from home... ' 
- `Some people consider work as a therapy... and I think if a man 
doesn=t work he will be depressed... ' 
- `Work for a man means many things... one of them is finance... without money 
he cannot run his house... ' 
- `If his depression is very severe, I think he will not be able to work... 
he will make a lot of mistakes and 
this is not to his advantage... they may dismiss him from work... ' 
- `He may resign... ' 
5.4.3.6.3. The Most Important Findings of the Focus Group Sessions 
(1) The most serious problems 
Depression, in the minds of this sample, is a problem of adjustment to life events, and 
results in many sorts of difficulty for both men and women in Dubai's society. The 
emotional distance between men and women, especially between husbands and wives, 
was felt to be partly responsible; this was particularly so for husbands who are so busy 
achieving financial security that they do not have adequate time with their wives and 
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families. Polygamy and lack of social security for women, and weakness in intimacy 
between the members of the family were also frequently identified as serious problems 
leading to depression. Other common concerns were weakness in faith, marriage troubles, 
and financial problems. 
(2) The most common symptoms of depression 
Subjects indicated that the depressive symptoms which they usually notice are pain in 
different parts of the body, head-aches, back ache, chest pain, tachycardia and palpitation, 
chest discomfort, too much thinking, insomnia, dyspnoea, muscle spasms, sense of fear, 
neglect of appearance, social withdrawal, hypochondriasis, high sensitivity, crying, 
feeling bored with everything, itching, abnormal somatic sensations, lack of interest in 
other people, irritability. 
(3) Coping strategies 
Subjects in the focus groups talked about the positive influence of religion. Islamic rules 
are important in protecting the person from any psychological problems; these rules 
provide guidelines for behaviour and for the soul. All the subjects recommended reading 
the Koran and praying as a first step in confronting the depressive feelings. Another 
strategy was to discuss the problem with friends or members of the family. Although 
subjects suggested seeking help from a psychiatrist or psychologist, they criticized the 
psychiatric hospitals and clinics in Dubai for using only pharmacological treatments, and 
the general practitioners for being unaware of local circumstances. Some subjects 
suggested seeking help from a faith healer (motawa). 
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5.4.3.6.4. Social and Demographic Features of the Community Sample 
Female sample. The mean age of the 100 females who participated in the community 
sample was 31.4 years (range 18-51). 
Male sample. The mean age of the 100 males of the community sample was 28.7 (range 
18-56). 
The basic data for the both samples are shown in Table 5.29. 
Table 5.29. The socio-demographic status of the community sample (100 
females, 100 males) 
Demographic variables Females Males 
Age groups 
18 - 19 10 (10%) 6(6%) 
20 - 29 39 (39%) 46 (46%) 
30 - 39 35 (35%) 29 (29%) 
40-56 16(16%) 19(19%) 
Marital status 
Married 57 (57%) 64 (64%) 
Single 43 (43%) 36 (36%) 
Educational status 
Literate 18(18%) 11 (11%) 
Preparatory school 27 (27%) 23 (23%) 
High school 32 (32%) 36 (36%) 
Graduate and above 23 (23%) 30 (30%) 
Occupational status 
Working 55 (55%) 95 (95%) 
Not working 45 (45%) 5 (5%) 
Socio-economic groups 
Low 23 (23%) 17(17%) 
Middle 56 (56%) 51(51%) 
High 21(21%) 32 (32%) 
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5.4.3.6.5. Analysis of the Open-ended Enquiry 
Four hundred words, phrases, and metaphors were listed by the subjects. All of these 
were put into a table and presented to an additional indigenous sample (n=50,25 males 
and 25 females) who were chosen to judge whether the elicited words were feelings, traits 
or behaviours. Only those words considered feelings by the majority of the sample (i. e., 
not less than 50%) formed the emotion lexicon of the Dubai language. Phrases, 
metaphors, or uses of imagery were not eliminated if they were considered to be primarily 
emotional or used to express emotional feelings. 
The elicited emotion terms were submitted to the same sample of 25 females and 25 
males for them to place the words, phrases and metaphors referring to depressed feelings 
together so as to form a group that made sense to them. No further instructions were 
given and no restrictions were placed on the number of words in the group. 
The cluster provided by the 50 respondents comprised 173 words, phrases and metaphors, 
which all referred to depressed feelings, ranging from mild to severe. This cluster was 
presented to three psychiatrists and three psychologists (three males and three females) 
at the psychiatric department of the Rashid Hospital in Dubai. Four of them were local; 
the other two were Arabs who had worked in the department for more than 20 years. 
They were asked to decide whether these words were usually used by local depressed 
patients, and to place the elicited emotion words together to form groups or categories 
that made sense to them and described the different symptoms of depression. Ninety-six 
words were considered by the experts' group to be usually used by local depressed 
patients. Upon completion, the words that each respondent placed together were recorded 
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using word identification numbers. 
An agreement frequency value B the number of respondents who placed a particular pair 
of words together B was calculated for each word pair. Only word identification numbers 
were used in the analysis. For example, if four of the six expert respondents paired word 
03 with word 07, then 4 is the agreement frequency value B that is, four respondents 
independently agreed that these two words (03 and 07) belong together or are closely 
associated. 
The resulting groups were labelled by the psychiatrists and psychologists by examining 
the indigenous words contained in each group. A checklist of indigenous words referring 
to depressed feelings was compiled. The list included 22 symptoms of and attitudes to 
depression. Each symptom was described by several words and phrases. This list is 
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5.4.4. Study IV 
5.4.4.1. Introduction and Aims 
This study follows Study III. A checklist of indigenous words and idioms for depression 
was compiled in Study 1111 (see Table 5.30). The aim of the present study was to 
investigate the values of this checklist in a pilot study. It was hoped to develop a 
culturally sensitive and cross-culturally comparable self-report scale for measuring the 
severity of depression in women in Dubai and, probably, in similar cultures. 
5.4.4.2. Hypotheses 
It was postulated that the instrument developed would be more sensitive in measuring the 
severity of depression in the specific culture of Dubai. 
5.4.4.3. Development of the DDI Raw Scale 
The development of the preliminary Dubai Depression Inventory (DDI) went through 
several stages. The procedures for finding the words related to depression in the 
indigenous language of Dubai, and for item determination, face validity evaluation, and 
the finalizing of the raw scale of the DDI, have been described in detail in Study III (see 
section 5.4.3.6.5). 
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The DDI was designed as a self-report scale. It included 22 symptoms: (1) fatigability; 
(2) somatic symptoms; (3) loss of interest; (4) guilt; (5) sense of failure; (6) punishment; 
(7) excessive thinking; (8) pessimism; (9) being persecuted; (10) unresponsiveness to 
circumstances; (11) irritability; (12) social withdrawal; (13) loneliness; (14) agitation; 
(15) suicidal ideas; (16) indecisiveness; (17) low self-esteem and self-confidence; (18) 
self-accusation; (19) insomnia; (20) lowering of mood; (21) low capacity for interest, 
enjoyment and concentration; (22) self-dislike. 
Each symptom of the DDI was described by several words and phrases. Thus, the first 
version of the DDI included 96 sentences divided among the 22 symptoms. To detect 
whether they were understood by subjects, these 96 sentences were tested with eight 
women from Dubai who were studying in London in October 1997. Further discussion 
took part with two psychiatrists and two psychologists from the psychiatric department 
of the Rashid Hospital in Dubai. The result of this initial investigation and discussion was 
that we discarded sentences that the majority of subjects felt had the same meaning as 
another sentence. This reduced the scale to 72 sentences. 
The severity of these symptoms is rated as follows: 0= never; 1= sometimes; 2= most 
of the time; 3= always. Subjects are asked to rate the sentences belonging to each 
symptom according to her feelings during the past week, including the interview day. The 
maximum total score is 216, and higher scores reflect greater intensity of depressive 
symptomatology. Information on socio-demographic variables (age and marital, 
educational, occupational and socio-economic status) is obtained at the time of the 
administration of the inventory. 
234 
5.4.4.4. Finding a Reliable and Valid Scale as an External Criterion for 
Measuring the Severity of Depression 
It was important to find a reliable and valid scale as an external criterion for measuring 
the severity of depression. The BDI was semantically translated into the Arabic language 
and validated for use within UAE society in 1988 by Ghareeb (1990), and it was also 
used in Study II; its use there provided a rigorous re-evaluation of its validity and 
reliability. The results showed that the BDI's internal reliability was excellent (Cronbach's 
alpha of 0.91, standardized for items); split-half reliability was 0.85. The validity of the 
BDI was tested by correlating the BDI score with the GHQ-28 score. A strong positive 
correlation was found (r=0.92, P<0.000), indicating that the BDI reflects the overall level 
of disability of depressed people. Hence, the BDI could be used as a standard for 
assessing the validity of the DDI. 
5.4.4.5. Sample 
5.4.4.5.1. Sampling Frame 
To determine whether the DDI was useful, it was important to check its validity with both 
psychiatric and non-psychiatric subjects. The instrument was therefore tested on both a 
clinical sample and a community sample. The sampling frame differed for the two 
groups, as described in the following paragraphs. 
Clinical sample. Purposive selection was used to obtain the clinical sample from the 
psychiatric department of the Rashid Hospital in Dubai. Only local female patients who 
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met inclusion criteria of depression according to ICD-10 depressive episode at the mild, 
moderate, or severe levels were recruited. These criteria included the presence of single 
episodes of depressive reaction, psychogenic depression, or reactive depression. Patients 
with psychotic symptoms, organic brain syndromes, or mental retardation were excluded. 
Selection was carried out with the help of the psychiatrists at the hospital. 
Community sample. Two types of sampling frame were used. First, a random selection 
technique was used to select subjects from the general population in the different study 
areas _the 
Ministry of Education, the Social Developmental Association for Women in 
Dubai, and the Dubai Police Headquarters. Second, snowball sampling was used, 
whereby the researcher began with one subject and asked her to put us in touch with other 
native women who would like to take part in the study. 
5.4.4.5.2. Sample Size 
Clinical sample. From an initial sample of 18 local female patients with current 
depression who attended the psychiatric department of the Rashid Hospital in Dubai 
between 20 November 1997 and 5 March 1998,15 patients took part in this study (two 
patients refused to take part, and one did not fill in the questionnaires). 
Community sample. Since the community sample for the present study was derived from 
the same areas as the sample in Study II, the statistical tool STATCALC Epi-Info-6, 
which was used in Study II, was used again for this study to calculate the sample size. 
This statistical analysis indicated that at least 100 subjects would be needed to represent 
the entire population of females in Dubai. The questionnaires were therefore distributed 
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among the selected women in the different study areas as mentioned above. Of the 135 
women who received the questionnaires, seven did not return it, nine were rejected 
because they did not fill in the majority of the questions in one or both inventories, and 
23 filled in only one of the inventories. To reach a total of 100 subjects, an attempt was 
made with four of the latter to complete the second inventory. Accordingly, 100 
non-psychiatric women completed the inventories, allowing us to construct the 
community sample for this study. Table 5.31 presents data on this community sample. 
Table 5.31. Description of the community sample in the different study areas 
Study area Original sample (n = 135) Sample used (n = 100) 
Ministry of Education 28 23 
Social Developmental Association for Women 60 45 
Dubai Police Headquarters 15 10 
Snowball sample 32 22 
5.4.4.6. Instruments 
The following instruments were used in this study: 
1. The Beck Depression Inventory (BDI); 
2. The Dubai Depression Inventory (DDI). 
Details on the BDI were outlined earlier in this chapter, while details on the DDI were 
given in section 5.4.4.3. 
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5.4.4.7. Procedure 
5.4.4.7.1. Piloting of the Preliminary DDI 
Clinical sample. Fifteen subjects with current depression, all local female patients aged 
between 19 and 53 years and attending the out-patient clinic at the psychiatric department 
of the Rashid Hospital in Dubai, took part. Sample subjects were first contacted by a 
research assistant, who assessed their willingness to answer the inventories. The aims of 
the study were explained to them, with emphasis on the confidentiality of all information. 
Each patient was interviewed individually, and the field interview began with the DDI. 
A brief explanation of the DDI and how to fill it in was given to each patient; the patient 
then completed the form, which took about half an hour. Next, the BDI was handed to 
the patient; she was asked to read it carefully and choose the items which matched her 
feelings. Patients who had difficulties in reading received help from the researcher or her 
assistant, who read the items slowly and carefully and filled in the answers together with 
the patient. The BDI took about 20 minutes to complete for the patients who filled it in 
on their own; it took longer for the patients who found difficulties in reading. 
Community sample. One hundred native women from Dubai aged 18-53 years were the 
subjects for this study. Permission was obtained from the administrations of the Ministry 
of Education, the Social and Developmental Association for Women in Dubai, and the 
Dubai Police Headquarters to select samples from their staff. Individual consent was also 
obtained from each subject who took part in this study and from the housewives who 
were interviewed at their houses. Subjects were also asked to put us in touch with other 
local women who might want to take part in this study. 
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The field interviews for 45 subjects were conducted at the Social and Developmental 
Association for Women in Dubai, while 23 women were interviewed at the Ministry of 
Education, ten women were interviewed at the Research and Studies Centre at the Dubai 
Police Headquarters, and 22 women were met at their homes. 
The main aims and characteristics of the research were explained to the subjects before 
the administration of the inventories as follows. 
(a) We were developing for the first time an instrument for measuring depressed feelings 
in women in Dubai in our indigenous Arabic language, and we were interested in their 
attitudes to themselves and in how they viewed their depressed feelings. 
(b) We stated that all the information was confidential and that no-one would be 
identified by name. 
(c) Subjects were asked to answer honestly and independently and were reminded that 
there were no right and wrong answers. 
(d) Subjects were asked to fill in the inventories as fully as possible. 
(e) Before administering the inventories, the instructions for each were read out to the 
subjects. 
Subjects who had difficulties in reading were again helped by the researcher. The DDI 
was applied first; after it had been completed and the forms collected, the BDI was 
distributed. The two inventories took about 45 minutes to complete, although it took 
considerably longer for the subjects who found difficulties in reading. Socio-demographic 
data were collected at the same time. The field work was carried out between November 
1997 and March 1998. 
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5.4.4.8. Statistical Analyses 
For the statistical analyses, the software package SPSS for Windows was used. To 
examine the reliability of the DDI, the reliability analysis scale split-half, Cronbach's 
alpha, and a correlation similarity coefficient matrix were computed. 
To examine the validity of the DDI, Pearson correlation coefficients were computed 
between the sub-items of the DDI and the BDI total score so as to test the content validity 
of the DDI; Pearson correlation coefficients were also calculated between the DDI total 
score and the BDI total score in order to determine the concurrent validity of the DDI. 
Principal component analysis with varimax orthogonal rotation was used to examine the 
construct validity of the DDI. Receiver operating characteristic (ROC) curves and 
one-way analysis of variance (ANOVA) were used to test the sensitivity of the DDI. 
To explore differences among the socio-demographic variables (age, marital, educational, 
occupational, and socio-economic status)and to determine whether they were independent 
of or associated with the severity of depression, and to assess whether there were any 
interaction effects or main effects between these variables and the severity of depression, 
a multivariate analysis of variance (MANOVA) (regression approach) was performed. 
To compare the means of groups defined by the demographic variables, one-way analysis 
of variance was used with the Scheffe test to find significant differences, since this test 
is appropriate for groups with unequal numbers of subjects (Bryman & Carmer, 1997). 
To compare the frequencies of responses to items between cases and non-cases in both 




It is generally accepted that when a concept has been operationally defined, in that a 
measure of it has been proposed, the ensuing measurement device should be both reliable 
and valid. 
5.4.4.9.1. Reliability of the DDI 
As depressed people are expected to show reductions in depression both as a result of 
therapeutic intervention and through the passage of time, estimates of test-retest 
reliability may not be very useful; hence, internal reliability was used, since it is 
particularly important in connection with multiple item scales, and since it raises the 
question of whether each scale is measuring a single idea, and hence whether the items 
that make up the scale are internally consistent. 
Split-half reliability is one procedure for estimating internal reliability. The items in the 
scale are divided into two groups, and the relationships between respondents' scores for 
the two halves are computed. Hence, the DDI, which contains 22 items, was divided into 
two groups of 11. The correlation coefficient of the respondents' scores for the two 
halves was x=0.89 (P<0.001), indicating that the contents of the DDI were homogeneous. 
The inter-item consistency was assessed using Cronbach's alpha. The value obtained for 
measuring depression reached 0.94, indicating that the reliability of the DDI was 
satisfactory. 
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Finally, the item-scale consistency was evaluated by correlating each DDI sub-item score 
to its DDI total score. As shown in Table 5.32, correlation coefficients between each DDI 
sub-item score and the DDI total score were all above 0.41 (all P<0.001), indicating that 
all DDI sub-items measured related phenomena. 
Table 5.32. The Reliability of the DDI 
Correlations of DDI total score with 
No. The DDI items DDI sub-item score 
1 Fatigability 0.76 
2 Somatic symptoms 0.81 
3 Loss of interest and pleasurable feelings 0.87 
4 Guilt 0.77 
5 Sense of failure 0.81 
6 Punishment 0.70 
7 Excessive thinking 0.72 
8 Pessimism 0.76 
9 Being persecuted 0.80 
10 Unresponsiveness to circumstances 0.41 
11 Irritability 0.89 
12 Social withdrawal 0.74 
13 Loneliness 0.78 
14 Agitation 0.86 
15 Suicidal ideas 0.86 
16 Indecisiveness 0.75 
17 Low self-esteem and self-confidence 0.82 
18 Self-accusation 0.76 
19 Insomnia 0.72 
20 Lowering of mood 0.95 
21 Low capacity for interest, enjoyment and concentration 0.85 
22 Self-dislike 0.60 
Split-half 0.89 
Cronbach's alpha 0.94 
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5.4.4.9.2. Validity of the DDI 
In discussing the validity of the DDI, the following three types are considered: content 
validity; concurrent validity; and construct validity. 
Content validity. Using the BDI total score as the external standard of measuring the 
severity of depression, the item validity and scale validity of the DDI were tested (Table 
5.33). The correlation coefficients between DDI sub-item scores and BDI total score 
ranged between 0.29 and 0.68 (P<0.001), indicating that all sub-items of the DDI are 
valid for measuring the severity of depression. 
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Table 5.33. The Content validity of the DDI 
No. DDI items 
Correlation of BDI total score with 
DDI sub-item score 
I Fatigability 0.61 
2 Somatic symptoms 0.61 
3 Loss of interest and pleasurable feelings 0.68 
4 Guilt 0.59 
5 Sense of failure 0.60 
6 Punishment 0.45 
7 Excessive thinking 0.53 
8 Pessimism 0.55 
9 Being persecuted 0.59 
10 Unresponsiveness to circumstances 0.29 
11 Irritability 0.60 
12 Social withdrawal 0.52 
13 Loneliness 0.59 
14 Agitation 0.58 
15 Suicidal ideas 0.66 
16 Indecisiveness 0.57 
17 Low self-esteem and self-confidence 0.57 
18 Self-accusation 0.66 
19 Insomnia 0.41 
20 Lowering of mood 0.63 
21 Low capacity for interest, enjoyment and concentration 0.61 
22 Self-dislike 0.51 
Concurrent validity. In order to determine whether the DDI accurately reflects severity 
of depression in depressed people, the DDI total score was compared with the BDI total 
score. The correlation coefficient between them (r=0.72, P<0.000) showed that the 
severity of depression measured by the DDI was very closely related to the result from 
the BDI. 
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Construct validity. Factor analysis was used to examine the construct validity of the DDI. 
The method used was principal components analysis with varimax orthogonal rotation 
(with an eigenvalue of 1). Five factors were extracted, which together accounted for 67% 
of the total variance (Table 5.34). Items 1,2,3,4,5,7,11, and 16 constituted the first 
factor, which was interpreted as being an anxiety-depression component. It was 
characterized by clear anxiety-related symptoms such as irritability, somatic symptoms, 
and excessive thinking. This factor accounted for 24% of the total variance and was 
labelled `anxiety symptoms'. 
Items 15,17,18,21, and 22 made up the second factor, which accounted for 15% of the 
total variance and was primarily concerned with suicidal ideas, which were described by 
the native people of Dubai in the focus groups as `waswas' obsession. This factor was 
labelled `self-pity'. 
Items 6,8,9, and 13 comprised the third factor, which accounted for 12% of the total 
variance and represented paranoid complaints. It was labelled `paranoid symptoms'. 
Items 12,14,19, and 20 (social withdrawal, agitation, insomnia, and lowering of mood 
respectively) were clustered together to form the fourth factor. This was labelled 
`discomfort', and accounted for 11% of the variance. 
Item 10, unresponsiveness to circumstances, comprised the fifth factor, which accounted 
for 4% of the variance and was labelled `indifference'. 
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Table 5.34. Principal component analysis of the DDI 
Varomix Rotation Components (Factors) 
No. DDI item I II III IV V 
4 Guilt 0.776* 0.172 0.278 0.256 0.015 
2 Somatic symptoms 0.747* 0.298 0.134 0.259 0.214 
5 Sense of failure 0.716* 0.334 0.304 0.237 -0.038 
3 Loss of interest and pleasurable feelings 0.709* 0.339 0.390 0.250 -0.005 
7 Excessive thinking (worries) 0.661* 0.085 0.329 0285 0.144 
1 Fatigability 0.649* 0.562 0.213 -0.056 0.200 
11 Irritability 0.583* 0.250 0.418 0.434 0.249 
16 Indecisiveness 0.526* 0.373 0.155 0.417 0.182 
22 Self-dislike 0.127 0.844* 0.107 0.200 0.055 
15 Suicidal ideas 0.389 0.665* 0.349 0.332 0.030 
18 Self-accusation 0.391 0.587* 0.284 0.225 0.235 
21 Low capacity for interest, enjoyment and 0.376 0.576* 0.348 0.407 0.128 
concentration 
17 Low self-esteem and self-confidence 0.336 0.572* 0.422 0.311 0.207 
13 Loneliness (being deserted) 0.155 0.355 0.707* 0.389 0.117 
8 Pessimism 0.344 0.290 0.692* 0.142 0.194 
6 Punishment (feeling of being punished) 0.496 0.035 0.681* 0.173 -0.023 
9 Being Persecuted 0.407 0.343 0.600* 0.241 0.181 
19 Insomnia 0.348 0.209 0.179 0.776* 0.129 
12 Social withdrawal 0.191 0.317 0.448 0.599* 0.106 
14 Agitation 0.418 0.397 0.381 0.556* 0.095 
20 Lowering of mood 0.499 0.408 0.457 0.519* 0.104 
10 Unresponsiveness to circumstances 0.108 0.147 0.138 0.144 0.935* 
Factors' contribution 5.364 3.241 2.677 2.447 0.935 
Variance (%) explained 24.3 14.7 12.2 11.1 4.2 
Factor label Anxiety Self-pity Paranoid Discomfort Indiffere- 
symptoms symptoms nce 
* Is a marker variable for that factor 
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5.4.4.9.3. Sensitivity and Specificity of the DDI 
It was important to determine the best DDI cut-off score for discriminating between 
depressed and non-depressed subjects. The tool used for establishing the optimal cut-off 
point was the receiver operating characteristic (ROC) curve (Streiner & Norman, 1995). 
A computer program, STATA (logistic), was used to perform this technique on the total 
scores of the DDI; it also analysed total scores on the BDI for comparison. 
The ROC curves illustrating the performance of the total DDI and BDI scores in relation 
to the diagnosis of depression are shown in Figures 5.7 and 5.8. 
Figure 5.7. 
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ROC curves are evaluated visually by comparing them with a diagonal line of no 
information on which at every point the percentage of true positives equals the percentage 
of false positives _in other words, where prediction 
is no better than chance (Lustman, 
Clouse, Griffith, et al., 1997). 
Streiner and Norman (1995) stated that the better a test is in dividing cases from 
non-cases, the closer the curve will approach the upper left-hand corner, and the cut-off 
point which minimizes the overall number of errors (false positives and false negatives) 
is the one whose curve is closest to this corner. They mentioned also that there may be 
some circumstances in which it may be preferable to move this point up or down, even 
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though the number of false positives or false negatives may increase more than does the 
number of true positives. 
The overall accuracy of the DDI and BDI in differentiating depressed and non-depressed 
subjects is described by the area under the curve index (AUC). An area of 1.0 indicates 
that one of the test's selected probabilities perfectly classifies depressed and 
non-depressed subjects (percentage of true positives = 100, percentage of false positives 
= 0), and an area of 0.5 means that the test correctly classifies subjects 50% of the time, 
a performance no better than chance (Lustman, Clouse, Griffith, et al., 1997). 
The area under the curve for the entire 22-item DDI was 0.87 (P<0.001), indicating that 
the DDI accurately discriminated between the depressed and non-depressed subjects. A 
cut-off score of >_ 104 fell closest to the point at which the minor diagonal crosses the 
ROC curve, which is often used to locate the score providing an optimal balance between 
sensitivity (0.73) and specificity (0.80). The AUC index for the entire 21-item BDI was 
0.84 (P<0.001), indicating that the BDI also discriminated between the depressed and 
non-depressed subjects, although the DDI has better selected probabilities for 
discriminating between cases and non-cases. A cut-off score of >_ 22 for the BDI was the 
closest to the point at which the minor diagonal crosses the ROC curve, providing an 
optimal balance between sensitivity (0.86) and specificity (0.71). 
The sensitivities and specificities of selected DDI cut-off scores are shown in Table 5.35. 
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Table 5.35. Sensitivity and specificity of the DDI using selected cut-offs for 
distinguishing depressed subjects from non-depressed 
DDI cut-off score Sensitivity Specificity 
70 1.000 0.620 
s 73 1.000 0.630 
z 74 1.000 0.640 
z 76 1.000 0.650 
z 78 0.933 0.650 
z 81 0.933 0.660 
z 84 0.866 0.660 
s 85 0.866 0.670 
i 87 0.866 0.680 
z 92 0.866 0.690 
z 93 0.866 0.710 
z 94 0.866 0.730 
z 95 0.8666 0.740 
z 97 0.8666 0.770 
z 98 0.866 0.780 
z 101 0.800 0.780 
z 102 0.800 0.790 
z 104 0.733 0.800 
s 105 0.666 0.810 
Cut-off scores between 70 and 105 inclusive displayed the best balance between 
sensitivity and specificity. Streiner and Norman (1995) stated that low cut-off scores will 
pick up few true cases, but also make few false positive errors. Increasing the cut-off 
score will pick up true cases more than false cases but at the cost of mislabelling many 
cases as non-cases. In another words, higher cut-off scores may be utilized to minimize 
false positives, but at the expense of decreasing sensitivity. For example, a cut-off score 
of _> 
78 yielded sensitivity and specificity values of 0.93 and 0.65 respectively; a score 
of >_ 105 yielded sensitivity and specificity values of 0.66 and 0.81 respectively. 
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In order to determine the optimum cut-off score for the DDI in the present study, it was 
essential to take into account the aims of this project. Since one of the major aims was 
to explore the symptom profile of depression in women in Dubai, it was preferable to 
move the cut-off point downwards, accepting that a few false positive errors may occur. 
The decision was made to choose a cut-off score of _>76, which gave very high 
sensitivity (1.00) and a reliable specificity (0.65). 
In order to determine score distributions for different severities of depression, the DDI 
total raw score for each subject was transformed to a standardized score (z-score), where 
the total score for an individual was subtracted from the mean score of the sample, and 
the resulting number was divided by the sample's standard deviation. This transforms the 
scale so as to have a mean of 0 and a standard deviation of 1, so the individual scores are 
expressed in standard deviation units (Streiner & Norman, 1995). The BDI cut-off scores 
for discriminating between cases and non-cases and for the different severities of 
depression among people of the UAE were determined by Ghareeb (1990); hence, for a 
comparison this approach was also used on the BDI raw scores of the total subjects of the 
present study. Accordingly, our DDI z-scores were put into the equation with our BDI 
z-scores, to establish whether the cut-off point for the DDI reflected degrees of depression 
similar to those of the BDI at its cut-off point, although the raw scores themselves were 
very different. These cut-off points are as follows: scores below 76 are considered 
normal; scores of 77-123 indicate mild depression; scores of 124-173 indicate moderate 
depression; and scores of 174-216 indicate severe depression. 
With the above cut-off points, the sensitivities of the DDI for the patient group and for 
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the community group were tested separately using one-way analysis of variance 
(ANOVA). The means of patients' total scores and community total scores on the DDI 
among the four severity groups differed: the patients' mean was F2,12=59.78 (P=0.001), 
and the community mean was F3,96=145.54 (P=0.001), suggesting that the DDI is 
sensitive in differentiating various severities of depression. The cut-off points for the 
different severities of the DDI were determined, and are shown in Table 5.36. 
Table 5.36. Cut-off points for the different severities of depression of the DDI 
Normal Mild Moderate Severe 
DDI score < 76 77 - 123 124 - 173 174 - 216 
Clinical sample n= O n=6 n=8 n=1 
Community sample n=65 n=23 n=9 n=3 
Definitions (Knapp & Miller, 1992) 
Sensitivity: the sensitivity of a diagnostic test is the probability that a diseased individual will have a 
positive test result. Sensitivity is the true positive rate (TPR) of the test. 
Specificity: the specificity of a diagnostic test is the probability that a disease free individual will have 
a negative test result. Specificity is the true negative rate (TNR) of the test. 
True positives: individuals with the disease who were correctly identified as diseased by the new test. 
False positives: disease-free individuals falsely labelled as diseased by the new test. 
True negatives: disease-free individuals who are correctly identified as disease free by the new test. 
False negatives: individuals with the disease falsely labelled as disease free by the new test. 
5.4.4.9.4. Social and Demographic Features of the Clinical Sample 
The mean age of the patients was 31.3 years (range 19-53). The basic data are shown in 
Table 5.37. 
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5.4.4.9.5. Clinical Characteristics of the Clinical Sample as Measured by the 
DDI and the BDI 
Of the 15 female patients who completed the DDI, six (40%) had mild depression, 
eight (53%) had moderate depression, and one (7%) had severe depression. The 
mean DDI score was 130.13 (SD=31.18). The relevant data are shown in Table 
5.37. 
Table 5.37. Level of depression on the DDI and socio-demographic variables for the 15 
female patients comprising the clinical sample 
DDI 
Demographic variables Mild Moderate Severe Total 
Age groups 
18 - 19 ----- 1(100) ----- 1(07) 
20 - 29 2 (33) 4 (67) ----- 6 (40) 
30 - 39 2 (40) 2 (40) 1(20) 5 (33) 
40 - 53 2(67) 1(33) ----- 3 (20) 
Marital status 
Married 5 (45.5) 5 (45.5) 1(09) 11(73) 
Single 1(25) 3 (75) ----- 4 (27) 
Educational status 
Literate 3 (50) 2 (33) 1(17) 6(40) 
Preparatory school ----- 1(100) ----- 1(07) 
High school 1(100) ----- ----- 1(07) 
Graduate or higher 2 (29) 5 (71) ----- 7 (46) 
Occupational status 
Working 2 (33) 4 (67) ----- 6 (40) 
Not working 4(44.4) 4(44.4) 1 (11.1) 9(60) 
Socio-economic group 
Low 2 (40) 2 (40) 1(20) 5 (33) 
Middle 3 (33) 6(67) ----- 9 (60) 
High ----- 1(100) ----- 1(07) 
NOTE: values in parentheses are percentages 
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The patients also completed the BDI; their BDI scores indicated that four of them (27%) 
had mild depression, six (40%) had moderate depression, and five (33%) had severe 
depression. The mean BDI score was 35.73 (SD=10.75). The relevant data are shown in 
Table 5.38. 
Table 5.38. Level of depression on the BDI and socio-demographic variables for the 15 
female patients comprising the clinical sample 
BDI 
Demographic variables Mild Moderate Severe Total 
Age groups 
18 - 19 ----- ----- 1 (100) 1(07) 
20 - 29 1(17) 2 (33) 3 (50) 6(40) 
30 - 39 2 (40) 3 (60) ----- 5 (33) 
40 - 53 1(33-3) 1 (33.3) 1(33-3) 3 (20) 
Marital status 
Married 4 (36) 5 (46) 2(18) 11(73) 
Single ----- 1(25) 3 (75) 4(27) 
Educational status 
Literate 1(17) 3 (50) 2 (33) 6 (40) 
Preparatory school 1(100) ----- ----- 1(07) 
High school ----- 1(100) ----- ](07) 
Graduate or higher 2 (29) 2 (29) 3 (42) 7 (46) 
Occupational status 
Working 1(17) 2 (33) 3 (50) 6 (40) 
Housewife 3 (33.3) 4(44.4) 2 (22.2) 9 (60) 
Socio-economic group 
Low 1(20) 2 (40) 2 (40) 5 (33) 
Middle 3 (33.3) 3 (33.3) 3 (33.3) 9 (60) 
High ----- 1(100) ----- 1(07) 
NOTE: values in parentheses are percentages 
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5.4.4.9.6. Social and Demographic Features of the Community Sample 
The mean age of these 100 subjects was 31.22 years (range 18-53). Table 5.39 illustrates 
the basic data. 
5.4.4.9.7. Clinical Characteristics of the Community Sample as Measured by 
the DDI and BDI 
Of the 100 non-psychiatric females who completed the DDI, 65 did not show any 
significant symptoms, 23 showed mild depression, nine had moderate depression, and 
three revealed severe depression. The mean DDI score was 67.51 (SD=44.4). The 
relevant data are shown in Table 5.39. 
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Table 5.39. Level of depression on the DDI and socio-demographic variables for the 100 
non-psychiatric females comprising the community sample 
DDI 
Demographic variables Normal Mild Modert. Severe Total 
Age groups 
18 - 19 4(44.4) 4(44.4) 1 (11.1) ----- 9(09) 
20 - 29 16(57) 9 (32) 2 (07) 1(04) 28 (28) 
30 - 39 34(68) 10(20) 4 (08) 2 (04) 50 (50) 
40 - 53 11(85) ----- 2(15) ----- 13(13) 
Marital status 
Married 38 (72) 8 (15) 4(07) 3 (06) 53 (53) 
Single 27(57) 15(32) 5(11) ----- 47(47) 
Educational status 
Literate 25 (64) 6 (15) 5 (13) 3 (08) 39 (39) 
Preparatory school 1(33) 2 (67) ----- ----- 3 (03) 
High school 13 (62) 6(29) 2 (09) ----- 21(21) 
Graduate & higher 26 (70) 9 (24) 2 (06) ----- 37 (37) 
Occupational status 
Working 24(73) 6 (18) 3 (09) ----- 33 (33) 
Not working 41(61) 17 (25) 6 (09) 3 (05) 67 (67) 
Socioeconomic groups 
Low 20(54) 10(27) 6 (16) 1(03) 37 (37) 
Middle 26 (64) 10(24) 3 (07) 2 (05) 41(41) 
High 19 (86) 3 (14) ----- ----- 22 (22) 
Note: values in parentheses are percentages. 
By contrast, their scores on the BDI showed that 53 of these subjects were without any 
symptoms of depression, while 29 of them had mild depression, 12 had moderate 
depression, and six suffered from severe depression. The mean BDI score was 16.85 
(SD=13.87). The relevant data are shown in Table 5.40. 
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Table 5.40. Level of depression on the BDI and socio-demographic variables for the 100 
non-psychiatric females comprising the community sample 
BDI 
Demographic variables Normal Mild Moderate Severe Total 
Age groups 
18 - 19 3 (33.3) 2(22.2) 2 (22.2) 2(22.2) 9(09) 
20 - 29 15 (54) 9 (32) 3 (10) 1 (04) 28 (28) 
30 - 39 26(52) 15 (30) 6(12) 3(06) 50(50) 
40 - 53 9(69) 3 (23) 1 (08) ----- 13 (13) 
Marital status 
Married 33 (62) 12 (23) 7(13) 1(02) 53 (53) 
Single 20(42) 17(36) 5(11) 5(11) 47(47) 
Educational status 
Literate 20 (51) 10 (26) 6 (15) 3 (08) 39 (39) 
Preparatory school 1 (33.3) 1 (33.3) 1 (33.3) ----- 3 (03) 
High school 10(48) 8 (38) 3 (14) ----- 21(21) 
Graduate or higher 22 (60) 10 (27) 2 (05) 3 (08) 37 (37) 
Occupational status 
Working 19(58) 11 (33) 3 (09) ----- 33 (33) 
Not working 34(51) 18 (27) 9 (13) 6(09) 67 (67) 
Socio-economic group 
Low 15(41) 10(27) 6(16) 6(16) 37(37) 
Middle 19 (46) 16(39) 6 (15) ----- 41(41) 
High 19 (86) 3 (14) ----- ----- 22 (22) 
NOTE: values in parentheses are percentages. 
5.4.4.9.8. Analysis of Severity of Depression with Demographic Variables as 
Measured by the DDI and BDI 
The individual effects of each socio-demographic variable on the level of depression in 
all of the subjects of this study (clinical and community samples) were examined by 
conducting a one-way analysis of variance (ANOVA) on the mean DDI and BDI scores. 
Significant associations between level of depression and some of the demographic 
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variables were found on both instruments. 
The proportion of depression in the age range 18-29 years among the entire group of 
subjects was significantly higher than that in the age range 30-53 on the BDI 
(F3, iii =2.84, P=0.041); it was not significant on the DDI. 
Although there was no significant association between marital status and the level of 
depression on the DDI, there was a trend towards a significant association between 
marital status and level of depression on the BDI (P<0.50) (Fi, i13=2.91, P=0.091). 
Surprisingly, single women had a higher rate of depression than married women. This 
result was the reverse of that in Study II, which found that single women had lower rates 
of depression than married women. 
Both the DDI and BDI results indicated that there are no significant associations between 
educational status and the level of depression, although the means and standard 
deviations revealed that the less educated women tended to show higher levels of 
depression. 
A preponderance of the unemployed was not observed in relation to the severity of 
depression. Females' own occupational status did not significantly differ with their 
severity of depression on either the DDI or the BDI, although the mean scores of the 
subjects on both instruments showed that the unemployed women tended to be more 
depressed. 
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As expected, there was a significant association between socio-economic status and the 
severity of depression on the DDI (F2,112=5.49, P=0.005) and on the BDI (F2,112=7.99, 
P=0.001). According to Scheffe tests, there was a significant difference on both 
instruments between the low-income group and the high-income group in favour of the 
low-income group, and between the middle-income group and the high-income group in 
favour of the middle-income group. Low- and middle-income groups were associated 
with severer depressive symptoms. Tables 5.41 and 5.42 show the relevant data. 
Table 5.41. One-way analysis of variance of socio-demographic variables and depression 
on the DDI for the 115 females comprising the sample of Study IV 
Demographic 
variables 






18-19 90.92 41.82 
20-29 83.76 43.01 2.05 3,111 . 111 30-39 62.13 53.85 
40-53 68.94 45.69 
Marital status 
Single 78.51 40.79 
Married 72.73 52.88 0.41 1,113 . 522 
Educational status 
Primary school 77.18 54.47 
Preparatory school 91.25 54.21 
High school 77.09 35.36 0.29 3,111 . 829 Graduate or Higher 71.02 46.42 
Occupational status 
Not working 76.12 49.15 
Working 73.69 45.58 0.07 1,113 . 798 
Socio-economic group 
Low 84.33 47.68 
Middle 80.70 49.81 5.49 2,112 . 005 High 47.04 31.81 
259 
Table 5.42. One-way analysis of variance of socio-demographic variables and depression 





Mean SD F df p 
Age 
18-19 27.50 15.52 
20-29 20.02 13.42 2.84 3,111 . 041 30-39 15.32 13.25 
40-53 15.94 13.45 
Marital status 
Single 21.14 14.34 
Married 16.72 13.36 2.91 1,113 . 091 
Educational status 
Primary school 20.00 15.87 
Preparatory school 22.00 15.71 
High school 17.68 11.56 0.34 3,111 . 794 Graduate or Higher 17.52 12.99 
Occupational status 
Not working 19.79 14.78 
Working 16.51 11.94 1.43 1,113 . 234 
Socio-economic groups 
Low 22.66 15.63 
Middle 19.66 12.77 7.99 2,112 
. 
001 
High 9.26 7.72 
The relationship between all the socio-demographic variables and depression was 
examined next by multivariate analysis of variance (MANOVA) for both the DDI and the 
BDI. Age groups and educational status were treated statistically only as covariate 
variables, as they were shown above to have little predictive power for level of 
depression. The other three socio-demographic variables included in the modelling were 
marital, occupational, and socio-economic status. It was interesting to see that the same 
results were derived from both the DDI and BDI analyses. With both instruments, only 
socio-economic status was found to exert an independent effect on the prevalence of 
depression (DDI: F2, ioi=3.28, P=0.042; BDI: F2, ioi=4.30, P=0.016). The other socio- 
demographic variables did not have any association with depression, and the interaction 
between these variables had no significant effects on the prevalence of depression. 
260 
Details of DDI and BDI multivariate analyses are shown in Tables 5.43 and 5.44. 
Table 5.43. Multivariate analysis for socio-demographic variables and severity of 
depression on the DDI 
Demographic variables SS df MS F Sig 
Within residual 223482.08 101 2212.69 
Regression 5280.04 2 2640.02 1.19 . 308 
Marital status 151.75 1 151.75 . 07 . 794 
Socio-economic status 14512.78 2 7256.39 3.28 . 042 
Occupational status 186.72 1 186.72 . 08 . 772 
Marital by socio-economic status 269.76 2 134.88 . 06 . 941 
Marital by occupational status 3317.92 1 3317.92 1.50 . 224 
Socio-economic by occupational status 3012.00 2 1506.00 . 68 . 509 
Marital by socio-economic by occupational 1242.78 2 621.39 . 28 . 756 
status 
Table 5.44. Multivariate analysis for socio-demographic variables and severity of 
depression on the BDI 
Demographic variables SS df MS F Sig 
Within residual 17990.13 101 178.12 
Regression 176.14 2 88.07 . 49 . 611 
Marital status 1.12 1 1.12 . 01 . 937 
Socio-economic status 1531.51 2 765.75 4.30 . 016 
Occupational status 43.36 1 43.36 . 24 . 623 




Marital by occupational status 46.16 1 46.16 . 26 . 612 
Socio-economic by occupational status 373.13 2 186.57 1.05 . 355 
Marital by socio-economic by 135.29 2 67.64 . 38 . 68 
occupational status 
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In general, these results reveal that socio-economic status had an independent effect on 
the DDI depression score in both one-way analysis of variance (ANOVA) and 
multivariate analysis (MANOVA). The results of the BDI MANOVA were similar to 
those of the DDI analysis, since socio-economic status had an independent effect on 
depression, but the results of the BDI ANOVA revealed that age groups also had the 
same effect. 
5.4.4.9.9. Analysis of Symptoms of Depression as Measured by the DDI 
In order to analyse the symptoms of depression recorded by the DDI, the approach used 
in Study II was applied. An attempt was therefore made to delineate the symptoms of 
depression in this sample with the DDI. 
Following the approach of Study II, symptoms reported by less than 50% of the total 
community sample were excluded. This resulted in only two symptoms being excluded: 
unresponsiveness to circumstances, and self-dislike. Table 5.45 shows the results of this 
approach. 
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Table 5.45. Percentage of the community subjects who endorsed DDI items greater than 
0(n=100) 
DDI item Endorsed choices greater than 0% 
1- Fatigability * 97% 
2- Somatic symptoms * 94% 
3- Loss of interest and pleasurable feelings * 81% 
4- Guilt 68% 
5- Sense of failure 55% 
6- Punishment 72% 
7- Excessive thinking * 91% 
8- Pessimism * 92% 
9- Being persecuted 62% 
10- Unresponsiveness to circumstances 23% 
11- Irritability * 94% 
12- Social withdrawal 74% 
13- Loneliness 71% 
14- Agitation * 92% 
15- Suicidal ideas 65% 
16- Indecisiveness 74% 
17- Low self-esteem and self-confidence 66% 
18- Self-accusation 66% 
19- Insomnia 59% 
20- Lowering of mood * 94% 
21- Low capacity for enjoyment and concentration * 79% 
22- Self-dislike 44% 
*Items endorsed by 75% or more. 
Table 5.45 shows that 20 items were endorsed by more than 50% of the subjects. 
Because the DDI presents the symptoms of depression in the native language of the 
UAE's people, it was not entirely surprising that the subjects who filled in this inventory 
endorsed the majority of the symptoms B the terms are readily used in the ordinary 
speech of the women. The decision was therefore taken to consider only those symptoms 
endorsed by at least 75% of the subjects. This resulted in nine symptoms being endorsed: 
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fatigability; somatic symptoms; loss of interest and pleasurable feelings; excessive 
thinking (worries); pessimism; irritability; agitation; lowering of mood and low capacity 
for interest; and low capacity for enjoyment and concentration. 
The next task was identifying the depressed subjects in the sample and then determining 
the symptoms endorsed by three-quarters of them. For this purpose, a depressed subject 
was defined as one whose score on the DDI exceeded 76. Accordingly, scores of 77-123 
indicated mild depression, scores of 124-173 indicated moderate depression, and scores 
of 174- 216 indicated severe depression. Thirty-five subjects met this criterion (23 mild, 
nine moderate, and three severe). These results are presented in Table 5.46. 
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Table 5.46. Percentage of community subjects with depressed symptoms who endorsed 
DDI items greater than 0 (n = 58) 
DDI item Endorsed choices greater than 0% 
1- Fatigability * 56 (97%) 
2- Somatic symptoms * 58 (100%) 
3- Loss of interest and pleasurable feelings * 55 (95%) 
4- Guilt 54 (93%) 
5- Sense of failure 46 (79%) 
6- Punishment 58 (100%) 
7- Excessive thinking * 57 (98%) 
8- Pessimism * 58 (100%) 
9- Being persecuted 55 (95%) 
10- Unresponsiveness to circumstances 22 (38%) 
11- Irritability * 58(100%) 
12- Social withdrawal 53 (91%) 
13- Loneliness 54 (93%) 
14- Agitation * 57 (98%) 
15- Suicidal ideas 54 (93%) 
16- Indecisiveness 54 (94%) 
17- Low self-esteem and self-confidence 53(91%) 
18- Self-accusation 51 (88%) 
19- Insomnia 46 (79%) 
20- Lowering of mood * 58 (100%) 
21- Low capacity for enjoyment and concenteration * 58 (100%) 
22- Self-dislike 36 (62%) 
*These nine items were endorsed by the subjects between 95% and 100% of the time. 
From Table 5.46 it can be seen that 20 of the 22 items constituting the DDI were 
endorsed by more than 75% of the depressed subjects. Comparing Tables 5.45 and 5.46, 
it can be seen that the nine items endorsed by more than 75% of the total sample in Table 
5.45 are the same as those endorsed by the depressed subjects in Table 5.46. These items 
ranged in endorsement from 95% to 100% in Table 5.46. They could therefore be 
considered as the major cultural components of depression in the community sample 
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according to the DDI. 
It is important to clarify that these nine items could be cultural aspects of depression in 
the UAE. These symptoms may be considered by women in this society as normal 
phenomena, and they should not be considered key symptoms for diagnosing depression, 
even though these nine items will occur more in depressed cases. This means that one 
should look for further symptoms when diagnosing depression in women in Dubai. 
This finding could be observed in the analysis of the depressive symptoms found in the 
clinical sample -their results 
did not differ from those of the normal women with 
depressed symptoms. As can be seen from Table 5.47, only two items were endorsed by 
less than 75% of the subjects, while the nine items endorsed by 75% of the community 
subjects appear as major items in Table 5.47 _and 
they are endorsed by 100% of the 
subjects. 
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Table 5.47. Percentage of the clinical subjects who endorsed DDI items greater than 0 (n 
=15) 
DDI item Endorsed choices greater than 0% 
1- Fatigability * 15 (100%) 
2- Somatic symptoms * 15 (100%) 
3- Loss of interest and pleasurable feelings * 15 (100%) 
4- Guilt 15 (100%) 
5- Sense of failure 13 (87%) 
6- Punishment 14 (93%) 
7- Excessive thinking * 15 (100%) 
8- Pessimism * 15 (100%) 
9- Being persecuted 12 (80%) 
10- Unresponsiveness to circumstances 04 (27%) 
11- Irritability * 15(100%) 
12- Social withdrawal 15 (100%) 
13- Loneliness 15 (100%) 
14- Agitation * 15 (100%) 
15- Suicidal ideas 15 (100%) 
16- Indecisiveness 14 (93%) 
17- Low self-esteem and self-confidence 14 (93%) 
18- Self-accusation 14(93%) 
19- Insomnia 15(100%) 
20- Lowering of mood * 15 (100%) 
21- Low capacity for enjoyment and concenteration * 15 (100%) 
22- Self-dislike 10(67%) 
*These nine items were endorsed by 100% 
For comparative purposes, bivariate contingency analyses (chi-squared) were conducted 
on each of the 22 items of the DDI in order to determine the differences in the symptoms 
of depression between the 15 female patients from the clinical sample and the 35 females 
with depressed symptoms from the community sample. The results illustrated the fact that 
this kind of analysis is not useful when the number of degrees of freedom is less than one. 
This is because, as in the case of a one-sample chi-squared analysis, this test should not 
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be used if any cell has an expected frequency of less than 1 or if 20% or more of the cells 
have an expected frequency of less than 5 (Bryman & Carmer, 1997). Therefore, only the 
items with computable numbers were used. The results showed that there was only one 
item which showed a significant difference between the patients and the depressed 
women (chi-squared=3.71, df=1, P=0.053). This item was number 19, `insomnia': the 
patients tended to show this symptom more than the normal women with depressed 
symptoms. 
In conclusion, the results of this study show that the new instrument was sensitive as a 
measure of depressive symptoms in the clinical and community samples and was easily 
understood by subjects. These findings prove that native expressions of depression exist, 
and that they can be and should be used by mental health professionals. 
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Chapter 6 
Discussion and Conclusion 
6.1. Limitations of the Study 
The limitations of the present study centre around several areas, but one in particular 
should be kept in mind: that the method of gathering data can influence the strength of 
any results (Brown, Andrews, Harris, et al., 1986). The first matter to be addressed is that 
of how representative the samples are of their respective populations. This is primarily 
a problem in interpreting information regarding chronicity and severity of symptoms, 
rather than the processes that may influence outcome. Where possible, an attempt to 
address this issue was made. For example, the depressed patients in the clinical sample 
were predominantly those receiving treatment at a secondary care (referral) clinic; many 
of these may present more severe psychosomatic symptoms than is usual, and they may 
thus not be representative of the depressed population as a whole. It may be precisely 
because of the stress that they were experiencing (that is, severe stressors and an inability 
to cope successfully) that they sought treatment. 
The community sample might also not have been truly representative: because resources 
were limited, it was not possible to interview a large enough sample of women who were 
representative of the general population to find sufficient numbers who had experienced 
a severe crisis. Using a snowball method to select some subjects also affected the nature 
of the sample. Hence, the data reported in the present study may overestimate or 
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underestimate the levels of depression. Data may be skewed not only by the nature of the 
sample, but also by the nature of the questions presented to them. 
Brown and Harris (1978) found that some factors which were of aetiological importance 
in depression (such as social class, number of children) had not been found in clinical 
samples, because the same factors tended to prevent women with the features in question 
from seeking treatment. Although some of these factors proved to be predictive of 
depression in the present study, in both the clinical and community samples, only a study 
on a larger community sample of women with depressive symptoms could determine 
whether this is actually the case. 
How far these data generalize to other mental disorders remains to be investigated. The 
apparent generalizability of the effects of culture is great, so caution is needed in order 
to avoid overgeneralization, at least until the contextual factors that influence the power 
of the effects in a given situation are more clearly defined. 
While it is possible that our sample selection methods created differences in the rates of 
use of certain coping strategies, it is important to note that the measure used to detect the 
coping strategies was a retrospective scale. For subjects who were describing recent 
depressive feelings and their coping behaviour for it, recall may not have been a problem. 
However, subjects who had not recently experienced these feelings may have been 
anticipating their coping behaviours rather than reporting actual behaviour. In addition 
to the possibility of a failure to recall information, subjects' memories and hence 
responses may have been influenced by their current mood, and this would affect the 
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nature of the coping strategies they reported. Although this fact was not controlled for in 
the present study, if the only reliable difference between the two groups of women 
_those with and without 
depressive symptoms_ is the way they report coping with their 
depressive feelings, these results should not be dismissed lightly. 
Another potential criticism of the measurements of the present study concerns one of the 
major aims of this research _namely 
to investigate the cultural perception of depression 
among the native people of Dubai. In this type of cross-cultural research, a major problem 
is the vast array of instruments available and their incompatibility with each other. 
Furthermore, the existing depression measures used in this study rely on Western 
perceptions of depression, and cannot therefore be said to provide a truly objective 
measure of culture-specific perceptions. This shortcoming in measuring the true 
perception of depression among the people of Dubai raises the question of whether the 
world really needs another depression scale. The present study has argued that it does, as 
most existing measures are concerned with general Western perceptions of depression 
rather than indigenous perception within a specific culture. 
Another important potential limitation of the present study was that it was strictly looking 
at the unique aspects of a particular culture; this practice, according to Falicov (1994), 
introduces the risk of oversimplification and stereotyping. 
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6.2. Why the Study was Carried Out 
Women's experiences in society, from birth until old age, generally expose them to a 
greater degree of stress than men (Shainess, 1974; MUND, 1992; Stewart, 1998). Women 
worldwide, but especially in traditional, conservative societies, are bombarded by 
numerous messages about how they should be _which often means 
how the male- 
dominated institutions want them to be. The messages that women receive are often 
contradictory; for example, as discussed in Chapter 3, if a woman in the UAE conforms 
to the stereotype of feminine behaviour within the traditional Islamic context, she will be 
seen as a normal woman. If she does not conform, she is likely to be subjected to 
interventions geared towards adjustment to a more feminine role. 
The realities of abusing Islamic laws and of life as a second-class citizen create an 
enormous amount of distress for women in UAE. However, the services to which women 
might turn for help often perpetuate their distress; they are often medicalized, treating 
symptoms only with drugs or ECT, with little time or attention paid to the sources of 
distress. 
The present study involved women in Dubai (one of the seven emirates which comprise 
the UAE), and focused on their depressive symptoms and conceptions of depression (in 
other words, their own verbal expressions for depression), and on the coping strategies 
they use to confront the condition. Interest in this topic derived partly from the fact that 
these concepts have not yet been investigated in the UAE, while sufficient evidence about 
other cultures already exists. Further motivation derived from the results of Ghubash 
(1992), which indicated that depression was the most common psychiatric disorder 
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among women in Dubai (see Chapter 3, section 3.5). 
As described in Chapter 2, culture affects the diagnostic patterns of clinicians as much 
as it influences the forms and patterns of disorder and the strategies that individuals 
engage in to cope with a disorder. Loring and Powell (1988) found empirically that the 
gender and race of both the patient and the clinician can influence diagnosis. This 
influence of gender and race on diagnostic outcome can exist even when clear-cut 
diagnostic criteria are presented. For example, in two case studies representing actual 
patients receiving psychiatric treatment for undifferentiated schizophrenic disorder with 
a dependent personality disorder, researchers found that 56% of the psychiatrists studied 
chose undifferentiated schizophrenia as the diagnosis when the patient was described as 
a White male or when no gender or racial data were provided, but only 21-23% of the 
psychiatrists chose undifferentiated schizophrenia as the diagnosis when the patient was 
identified as an African-American woman, a White woman, or an African-American man. 
Loring and Powell (1988) added that clinicians' judgements also varied according to their 
own gender. For example, male psychiatrists have been found to be biased towards giving 
a diagnosis of recurrent depression to female patients regardless of race, and towards 
using hysterionic personality disorder when diagnosing white female patients. 
Similarly, many other researchers (e. g., Lopez, 1989; Landrine, 1989; Homma-True, 
Greene, Lopez, et al., 1993) have found evidence supporting the existence of differences 
based on race or gender in diagnosis and treatment in different cultures. Comas-Diaz 
(1996) argued that clinicians who rely solely on clinical judgements can misdiagnose. She 
added that practitioners need to expand their assessment beyond the use of clinical 
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judgement. A contextual and comprehensive approach is required; this should include 
information provided by significant others and culturally relevant standardized 
psychological and neuropsychological testing, as well as screening for physical illnesses 
whose symptoms are similar to those of certain mental illnesses. 
It is obvious from the literature that culture interacts with the life-cycle at each stage of 
an individual's development, and that cultural factors influence individuals' definitions 
of the nature, timing, tasks, and rituals of life-cycle phases and transitions. Furthermore, 
cultural norms and values inform members of a particular society of their roles and the 
rules regarding problem definition, problem resolution, expression of emotion, 
communication styles, and help-seeking behaviour. 
It was therefore important to obtain sufficient data about the symptoms, conceptions, and 
help-seeking behaviour related to depression among women in the cultural context of the 
UAE. This is not only because these concepts are largely unexplored, either separately 
or in relation to each other, for people of the UAE, but because mental health clinicians 
in the UAE, for the majority of whom the UAE's culture is not their own, must develop 
an awareness of the ethnic and cultural traditions of the UAE's people B especially their 
women, who face many conflicts during a period of rapid socio-economic and cultural 
change within that society. This will enable clinicians to have a greater appreciation of 
the interaction between cultural and individual dynamics. 
The findings in the present study showed, first, that symptoms of depression among 
women in Dubai do reflect cultural expectations. Second, native verbal expression of 
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depression does exist, and can be and should be used by mental health professionals. 
Finally, the coping strategies used by women in relation to their depressive feelings also 
reflected cultural influences. 
In this chapter, the symptoms of depression among our samples of clinically depressed 
and non-clinically depressed women will be described, then the native verbal expression 
of depression and the development of the Dubai Depression Inventory (DDI) will be 
discussed, and the strategies for coping with depression will be analysed. The weaknesses 
and the strengths of this thesis will also be discussed. 
6.3. How this Study Progressed 
This project was carried out step by step in four inter-related studies. The project was 
conceived as a descriptive comparative study of cultural constructs of emotion across the 
clinically depressed and non-clinically depressed women of Dubai. The research was 
conducted from a psychiatric perspective, and was designed as an exploration of 
culture-specific illness categories or illness classification systems for depression. 
However, it shares a basic premise with ethnographic semantic research, since much of 
our covert everyday knowledge about the world is reflected overtly in language used to 
encode and express that knowledge (White, 1982). 
The present project started by exploring, in a clinical sample of women in Dubai, the 
symptoms of depression and the association of depression with some socio-demographic 
variables. The results suggested that a series of patients could not be regarded as 
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representative of the spectrum of depressive symptoms among the women of Dubai. 
Hence, the second study was designed to explore these symptoms and associations in a 
community sample of women, and to find out how these women cope with their 
depressive feelings. During the field observations, it was noted that women in Dubai use 
some indigenous expressions which are not included in the standardized Western 
questionnaires. Accordingly, the decision was made to investigate concepts and words 
relating to depression among the native people of Dubai, and to develop a checklist, in 
Arabic, of indigenous depression-related words and expressions. 
After this checklist had been constructed, it was important to assess whether it was 
applicable as a culturally sensitive scale for measuring depression in women in Dubai. 
6.4. Findings of the Four Inter-related Studies 
6.4.1. Symptoms of Depression among the Clinically Depressed Women 
6.4.1.1. Socio-demographic Factors and the Severity of Depression 
Associations between depression and demographic factors have been found consistently 
in many studies (e. g., Surtees, Ingham, Kreitman, et al., 1983; Cheng, 1988; Lehtinen & 
Joukamaa, 1994). Such associations, as assessed by screening questionnaires, were also 
demonstrated in the present study. For example, analysis of variance of the demographic 
details clearly indicated that there was a significant difference in the level of depression 
between the illiterate and educated patients: the illiterate patients tended to show more 
severe depressive symptoms than the educated patients. This may be because educated 
patients have more opportunity to cope with their difficulties, express their feelings in 
276 
different ways, and have more appropriate antidepressive behaviour. This finding is 
consistent with those of many other studies (e. g., Costello, 1991; Rajala, Uusimaki, 
Keinanen-Kiukaanniemi, et al., 1994; Pahkala, Kesti, Kongas-Saviro, et al., 1995), and 
supports hypothesis Hlc. 
The results also indicate that the low socio-economic status group differs significantly 
from the other two groups (middle and high) in the level of depression, with patients of 
low socio-economic status showing the most depressive symptoms. This could be a result 
of role and status deprivation; there are limits to the number and types of behavioural 
alternatives available to people on low incomes, which may increase a sense of 
helplessness and inadequacy. Furthermore, it may be that middle- and high-income 
people are prepared for the experience of depression through higher levels of education 
and socialization. This finding is supported by those of Brown and Harris (1978), 
Weissman and Myers (1978a, 1978b, 1980), and Surtees, Ingham, Kreitman, et al. 
(1983); it also confirms hypothesis Hle. 
It was also hypothesized that age, marital status, and occupational status would be 
associated with depression, but the study failed to find any significant associations 
between these demographic variables and the level of depression. However, the means 
of the patients' scores on the instruments used showed that the younger and older patients 
tended to show more depressed mood than those of middle age; this finding agrees with 
others, such as Gotlib and Colby's (1987) (see section 2.2.3.2). Our mean values also 
showed that married, divorced, and widowed patients tended to show more severe 
symptoms than single patients. According to the findings of Renne (1971) (cf. Gotlib & 
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Colby, 1987), which suggest that both men and women who are unhappily married are 
more depressed than their separated and divorced counterparts, one should be careful in 
interpreting the association of depression with marital status. However, in the light of the 
socio-cultural pressures on married and divorced women in UAE society, one can argue 
that marital status is likely to predict the severity of depression. 
The means of the patients' ratings on the depression scales also showed that housewives 
tended to exhibit more depressive symptoms than employed patients. This was not 
surprising, since many studies (e. g., Surtees, Ingham, Kreitman, et al., 1983) have found 
that the highest prevalence of psychiatric disorders is found among those women who are 
not employed. 
In order to find further support for the socio-demographic hypotheses, the interactions 
between all the demographic variables were examined, but no significant effects were 
found. This could be due to the small numbers of patients in each demographic sub- 
group. 
In conclusion, it is unsurprising that low-income and illiterate patients scored higher on 
the depression scales than the middle- and high-income groups and the educated patients. 
It has been shown universally that low income and illiteracy relate to a higher risk of 
psychological disturbance (e. g., Cochrance & Stopes-Roe, 1980; Surtees, Ingham, 
Kreitman, et al., 1983; Dilling & Weyerer, 1984; Madianos, Vlachonikolis, Madianou, 
et al., 1985). 
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6.4.1.2. Symptoms of Depression: Cross-cultural Comparison 
The results of the present study show that symptoms of depression vary with culture. The 
symptom profile of depression among Dubai's patients was somewhat different from that 
of US patients. Dubai's patients scored significantly higher than US patients on the BDI 
items of feelings of punishment, loss of appetite, weight loss, body image change, 
fatigability, somatic preoccupation, insomnia, irritability, and social withdrawal, and 
lower than US patients on self-dislike, suicidal ideas, indecisiveness, and self-accusation. 
This finding confirmed the second hypothesis. 
It is clear that patients from Dubai were more likely to associate depressive symptoms 
with organic or somatic factors, which is consistent with sub-cultural values, while 
patients from the USA were more likely to associate depressive symptoms with cognitive 
factors. Many previous studies (e. g., Sue, Wagner, Ja, et al., 1976; Crittenden, Fugita, 
Bae, et al., 1992; Furnham & Malik, 1994; Krause & Liang, 1992; Mumford, 1993) have 
suggested that Eastern people may somatize emotional problems because the expression 
of physical symptoms is more culturally acceptable than the expression of emotional 
difficulties. Similarly, women in Dubai may be less likely to talk about their 
psychological problems, in order not to bring attention to the way they are feeling, and 
for fear of ruining their family's reputation. Consequently, they do not seek psychiatric 
or psychological help, and attend other medical departments for help with their `organic' 
problems. The reports of our study's patients showed that the majority were referred from 
other medical departments to the psychiatric department because they were not 
`physically' ill. 
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The association of depressive symptoms with organic or somatic factors was not an 
unexpected finding, since numerous psychiatric studies from non-Western cultures have 
reported a high rate of somatic presentation of psychiatric disorders. Such studies include 
reports from China (Tseng, 1975; Kleinman, 1982), India (Teja, Narang, & Aggarwal, 
1971; Janakiramaiah & Subbakrishna, 1980; Srinivasan, Srinivasa Murthy, & 
Janakiramaiah, 1986; Saxena, Nepal, & Mohan, 1988), Iraq (Bazzoui, 1970), Saudi 
Arabia (Racy, 1980), Nigeria (Binitie, 1975), Kenya (Ndetei & Muhangi, 1979), and 
Ethiopia (Keegstra, 1986). Depressed patients are often found in general medical settings, 
seeking physical treatments for their somatic symptoms. Very few are correctly diagnosed 
as suffering from an emotional or psychiatric problem, so most do not receive appropriate 
treatment (Mumford, 1993). 
However, there are other explanations for the somatization of depressive symptoms. It 
may be that depressed patients tend to adopt biological symptoms because it removes 
from them the responsibility for both onset and recovery from depression. The attribution 
of somatization to the very distressing symptoms of depression may make the depression 
more understandable and tolerable, and justify to patients the use of drugs in treating 
depression. It is possible that because the depressed patients were receiving treatment 
they were told that their distress was of organic origin. 
Considerations of cross-cultural comparability in the present study enable a more realistic 
comparison of the symptoms of depression to take place between Dubai's patients and 
patients from Western cultures. However, these comparisons may imply that, overall, 
symptoms of depression are largely similar among all non-Western cultures _a conclusion 
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that does not take account of the effect of changes within any particular culture over time. 
Moreover, the largely similar findings of numerous studies from non-Western cultures 
indicating that non-Westerners are more likely to somatize their depressive symptoms 
could be due to the ethnocentric model of transcultural psychiatry based on Western 
concepts of illness. 
6.4.2. Symptoms of Depression among the Non-clinically Depressed Women 
6.4.2.1. Socio-demographic Factors and the Severity of Depression 
As we believe in multifactorial causes of depression, it has to be recognized that the 
analyses carried out in the present study regarding the association of severity of 
depression with demographic status do not allow any conclusions to be drawn concerning 
the direction of causality, if any, in the relationships discerned. Although in some 
instances there are quite strong grounds for making a causal assumption in one direction 
rather than the other, regarding (for example) age, occupational status or socio-economic 
groups, it could in fact be that these variables affect severity of depression, or that 
severity of depression affects them, or that the apparent relationship is actually produced 
by mutual dependence on a third variable. However, the unjustified assumption is often 
made by some researchers that socio-demographic variables have causal priority in the 
relationship with psychological states. 
The implicit assumption behind the use of socio-demographic status in the present study 
as a variable for differentiating relative severity of depression is that similarities of status 
reflect similarities of life style, which embrace factors likely to be causal B factors likely 
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to be, in other words, predictive factors for depression. 
Many of the data reported here are in line with those from studies carried out in other 
cultures. Given the weight of previous evidence, it was not surprising to find that 
employed women and those in higher-income groups enjoy better mental health on 
average than other groups. In each case, the occupants of these social categories enjoy 
some advantage over those in other categories. The advantage may be materially defined 
in the case of occupational and socio-economic status. 
In this study, unemployment was strongly related to severity of depression. The problem 
of direction of causality is particularly relevant here. It is quite conceivable that someone 
may fail to secure a job, or lose a job they have, because of psychological difficulties; 
equally, it may be that the stress of being unemployed produces elevated symptom levels. 
For women in Dubai, the most reasonable explanation for the prevalence of depression 
could relate to marriage and family situations, as discussed in Chapter 3 (see section 
3.4.2.2). These situations involve specific life stresses which women in Dubai, in 
particular, and in most Arab countries, in general, experience. One of the strongest 
stresses among women in Dubai may be insufficient social support. This social support 
could be defined primarily as emotional support (from a spouse, relatives, or friends), 
personal law, and the degree of engagement in social activities outside the home. It was 
mentioned in Chapter 3 that polygamy, custody of children, and unexpected divorce have 
large and negative effects on women's mental health. Hence, one reasonable explanation 
for the strong association of unemployment with severity of depression among women 
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in Dubai is that the financial dependence of unemployed women on their husbands may 
produce a deterioration in their psychological state. 
Another explanation may be that the role of unemployed women in Dubai, especially the 
housewives (who have to deal with housework, child care, and their low status), is 
intrinsically less satisfying than that of employed women. 
The association between low income and severity of depression has long been suspected, 
and has more recently been very well documented (Bagley, 1973; Warheit, Holzer, & 
Schwab, 1973; Quesada, Spears, & Ramos, 1978; Cochrance & Stopes-Roe, 1980). It 
was also substantially confirmed in the present study. The debate now is not so much 
over the existence of an association but over the explanation which best accounts for it. 
Reviewing most of the epidemiological and aetiological studies of psychological or 
psychiatric disorders, one can see that the single socio-demographic variable that has 
received most attention is social class. Lower social status has almost universally been 
shown to be related to higher risk of psychological disturbance, however measured. 
There are, of course, various explanations for these findings, such as the drift hypothesis, 
which implies a genetic cause of psychological disorder, which supposes that those with 
poorer mental health decline in status, or do not improve their position as readily as more 
healthy members of their (original) class, and thus accumulate in the lower strata. There 
is also the social causation hypothesis, which suggests that the stresses and strains of 
lower-class life play a part in the aetiology of mental disorder. Then there are 
intermediate positions and variations on these main themes. 
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It is difficult to devise a direct empirical test on the basis of which a choice can be made 
between these explanations. However, the indirect evidence available in the present study 
tends to support the social causation hypothesis rather than the other hypotheses. 
Although it is clear that socio-economic status influences material security and comfort, 
and that this then underlies psychological symptom levels, it still remains possible that 
continuous psychological instability from childhood through adulthood has a causal 
influence on socio-economic status. However, this is certainly less likely than an 
explanation of elevated symptom levels in terms of the obvious disadvantages of low 
income and its associated life style. 
The effect of age on rates of disorder was found to be significant, with higher GHQ 
scores (more psychological stress) among those aged 18-19 and 30-39 years. This finding 
is consistent with those of Weisman, Myers, and Thompson (1981) (cf. Gotlib & Colby, 
1987) (see Chapter 2, section 2.2.3.2). It was hypothesized that depression is associated 
with those most affected by the rapid socio-economic changes in the UAE B those in the 
20-40 age range. Younger women, who are the ones experiencing the rapid socio-cultural 
changes and playing the dual role of women (as modern women who have to participate 
in different spheres of life, and as a guardians of traditional culture), probably suffer from 
psychological disturbances as a result of this confusion between values; this factor should 
not be neglected. 
Another explanation could be that education and new systems of communication (both 
the mass media and modem means of transportation) have provided women in the UAE 
with a new-found awareness of the world around them, which increases the number of 
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women, especially younger ones, who do not accept the traditional system and claim 
changes in their social status. Of course, these claims are mostly regarded by society as 
a disaster for traditional values and Islam. Accordingly, many of these women experience 
social pressure, or pay the price of remaining apart from the international march of 
women towards modern life. These conflicts between internal and external demands may 
be among the causes of high psychological stresses among young women in Dubai. 
Although there was no significant association between marital status and level of 
depression in non-clinically depressed women in either Study II or Study IV, the mean 
BDI scores were of interest in this respect. In Study II, the mean scores showed that 
single women had a lower rate of depression than married women, while in Study IV this 
result was completely reversed _the single women 
had the higher rate of depression. 
As this result was unexpected, it was important to find a reasonable explanation for it. A 
review of the socio-demographic details of the subjects in the two studies showed that the 
mean age of single women in Study II was 26.0 years, while it was 29.3 in Study IV. This 
may suggest that as the mean age of single women rises in traditional societies such as 
the UAE, it may be associated with increasing rates of psychological stress. In general, 
the findings of the present study support hypotheses Hla, Hld, and Hle. 
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6.4.2.2. Symptoms of Depression: Cross-sectional Comparison 
This study explored the nature of depressive symptoms among women from the 
community, and investigated whether these symptoms differed from those found among 
depressed patients. The study showed that most of the women from the community who 
were classified as depressed by the BDI did not meet the diagnostic criteria for clinical 
depression of ICD-10 (ICD-10 diagnostic criteria for depressive episode). The depressive 
symptoms identified in this way indicated mild depression in the majority, with a few 
instances of moderate and severe depression. This suggests that the findings from 
self-report questionnaires cannot be generalized to those based on a categorical diagnosis 
of depression. 
The present study reveals that five of the 21 symptoms of depression on the BDI were 
present in more than 50% of the community sample. These symptoms were considered 
to be a specific cultural aspect of depression among the women of Dubai, since they were 
regularly mentioned by a majority of the women as being common feelings of stress. 
These symptoms, in general, reflect a cognitive component of depression rather than a 
somatic component. For example, sadness, dissatisfaction, self-accusation, and irritability 
are more related to how a person evaluates a situation and responds to it, and this 
obviously happens cognitively. 
Owing to the stressful role of women in the UAE, and to the fact that they cannot discuss 
their situation in many spheres of life openly, one can suggest that they tend to deny their 
own feelings about their situation in order to protect themselves from any social 
accusations or blame. This might then result in them feeling irritable, sad, or dissatisfied 
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with their situation, or accusing themselves, perhaps because they cannot change the 
situation or because they feel that they should not think about it. These suppressed 
feelings may provoke a general feeling of fatigability, which was one of the five main 
symptoms found in the community sample. 
By comparing the symptoms of all the community subjects with those of the subjects who 
had high scores on the BDI, it was shown that the depressed subjects experienced other 
symptoms in addition to the main five symptoms. Of these additional symptoms, 83% 
were somatic, while only 42% were cognitive. This would suggest that when depression 
becomes more acute in a woman, she tends to show the symptoms in somatic ways more 
than in cognitive ways. This finding supports the second hypothesis of this study, and 
illustrates the cultural influence on the manifestation of psychological disorders. 
In collective (non-Western) cultures, the concept of the self differs from that in 
contemporary Western societies, which have been described as individualistic in 
orientation. Individuals in collective cultures, which would include the UAE's, are seen 
as co-participants in the social and universal realities that generate continuities and 
meaning, and which can also produce illness. Illness is therefore a social affair, since it 
affects the individual's immediate group, and treatment can involve the members of this 
group. All are affected by the burdens of illness and have a stake in its outcome. The 
individual's altered bodily perceptions and bodily functions denote, on cultural grounds, 
a behavioural change as illness. 
Accordingly, one can argue that whenever a woman in Dubai need sympathetic attention, 
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she develops physical symptoms, since patients with physical problems usually get this 
kind of attention. Furthermore, physical symptoms provide the woman with a physical 
explanation for her failure to achieve according to social indices of feminine success. The 
physical symptoms protect her against the shame of being considered inferior to others 
and, by demonstrating how ill she is, excuse her social failure in her role as a woman and 
elicit attention and sympathy instead of shame and contempt. By somatizing her feelings 
she also protects herself and her family's reputation from the stigma attached to a 
mentally disordered patient. This finding is consistent with those of Kapp (1967), who 
indicated that somatic symptoms cover a great deal of unhappiness, discontent, and 
resentment. 
Another explanation for somatizing feelings could be that women in Dubai believe that 
only somatic symptoms are of interest to members of the medical profession; hence, they 
present bodily symptoms as a cover for their psychiatric illness. El-Islam, Moussa, 
Malasi, et al. (1988) found that many primary care practitioners encourage this attitude 
by their greater attention to somatic than to emotional complaints. 
Another comparison made in this study was between the depressed subjects from the 
community sample and the depressed patients from the clinical sample. This showed that 
scores for 11 symptoms were significantly or nearly significantly higher among the 
clinically depressed women: sense of failure, crying, pessimism, suicidal ideas, 
self-dislike, and insomnia were significantly more common in clinically depressed 
patients, while work difficulty, irritability, somatic preoccupation, loss of libido, and loss 
of appetite were nearly significantly more common among the depressed patients. 
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In psychiatric illness, as Gada (1982) indicated, an important determinant of the `choice' 
of symptoms concerns which symptoms are assigned the status of an illness by the group 
to which the patient belongs, as well as the expectation on the part of patients of what 
local doctors consider an illness. Accordingly, the findings of this study revealed that 
despite the existence of a common core of symptoms of depression, there are cultural 
components in the symptoms of depression specific to the UAE's culture. These 
symptoms (sadness, dissatisfaction, self-accusation, irritability, and fatigability) should 
not be considered by clinicians in Dubai as key symptoms for diagnosing clinical 
depression, since they are commonly experienced among women in the community, even 
though these symptoms (especially irritability) are more frequent among depressed 
patients. 
The findings of this study suggest that clinicians should consider the 11 symptoms that 
were found to be significantly more common in the depressed patients as the key 
symptoms of depression among women in Dubai. 
6.4.3. Verbal Expression of Depression among the Native People of Dubai 
One of the purposes of the present study was to investigate cultural differences in beliefs 
and conceptions of depression in the native people of Dubai. The responses of the 
subjects in this study reflect attitudes and values socialized within their families and 
within society; they also brought attention to community awareness of the concept of 
depression and of the problems provoking it, which might otherwise not have been given 
priority by clinicians. 
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Since the way in which an individual perceives and manages emotions is a major factor 
associated with the impact of stress, an internal pattern of suppression of unexpressed 
emotions may have a negative effect on physical and mental well-being (Lazarus, 1991). 
This possibility was borne out by the results of the present study. Complaints of general 
ill-health to describe the depressed person=s symptoms were used by a majority of the 
subjects, regardless age or gender. That is, the native people of Dubai were more likely 
to associate depression with organic or somatic factors; this, again, is associated with 
their sub-cultural values. In some cultures individuals are more likely to somatize 
emotional problems, because the expression of physical symptoms is more culturally 
acceptable than the expression of emotional difficulties in their societies. 
Common symptoms of depression reported by the native people of Dubai are the 
following. 
(a) A feeling of tightness or constriction in the chest. The depressed person feels unable 
to take a deep breath; as a result he or she may feel short of breath or sigh repeatedly. The 
chest is felt to be too tightly packed with an excess of unpleasant feelings to 
accommodate the inspiration of air. Although subjects may wish to cry to relieve this 
feeling, they feel unable to do so. 
(b) A feeling of giddiness or faintness (dora) which cannot be attributed to neurogenic, 
cardiovascular or metabolic disorders. The depressed person usually locates this feeling 
in the head. 
(c) Alimentary symptoms in the form of nausea or sickness and poor appetite, which are 
attributed to the abdomen and particularly to the liver (chabid). 
(d) Fatigue due to generalized aches. These are described as a subjective feeling of lack 
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of body energy and soundness (ta'bana), the limbs suffering most. Some of these feelings 
have been described in Turkish patients (Mirdal, 1985), Kuwaiti patients (El-Islam, 
Moussa, Malasi, et al., 1988), and Qatari women (El-Islam, 1975). 
A gender difference was found in aggression control; this was seen in the responses of 
the subjects to the focus group questions. Men were found to ruminate to a greater extent 
than women over emotionally upsetting events. Additionally, they were more likely to 
inhibit feelings of aggression or hostility than women. Perhaps the time spent ruminating 
over emotionally upsetting events kept them in an emotionally heightened state. The 
tendency for men to remain upset for longer periods may necessitate more control over 
feelings of aggression; this was reflected in the behaviours towards their families which 
were revealed by their responses: for example, they preferred to escape from home when 
they felt low or depressed in order to avoid any argument with their wives. 
The results of the open-ended inquiry showed that the native people of Dubai seemed to 
be able to differentiate between different depressive symptoms in their own language. 
The resulting clusters of depressive words support this idea. There is a strong link 
between the availability of the appropriate words for the various symptoms of depressive 
emotion and the ease with which people distinguish between the severities of these 
symptoms. Hence, it is not sufficient for the words to be available in the language; the 
correct use has also to be found. 
The checklist of depressive words which was developed from the indigenous language 
of the native people of Dubai (which will be discussed in the next section) proved that 
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the native words used to describe depression are correctly used by the people. These 
expressions reflect their feelings as well as cultural influences. 
It is important to bear in mind that emotional expression is a complex process; an attempt 
was therefore made in this study to explore this process as a preliminary step. The 
conclusion was that the results of this study partially support the fourth hypothesis, since 
the general core of depressive symptoms described in ICD-10 were found in the 
expressions of the native people of Dubai. Furthermore, the results emphasized the effect 
of culture on the concept and expression of feelings. 
6.4.4. Development of the Dubai Depression Inventory (DDI) 
This part of the study was conducted in order to determine the validity and reliability of 
the Dubai Depression Inventory (DDI), a self-report scale involving an indigenous 
checklist of depressive words, for measuring depression among the native people of 
Dubai. The correlation of the DDI with another standardized depression scale, the Beck 
Depression Inventory (BDI), and the consistency of the DDI results with psychiatrists= 
assessments of depressed patients, indicate its reliability in measuring depressive 
symptomatology. Furthermore, the ability of the DDI, as compared with the BDI, to 
differentiate between depressed and non-depressed persons, and to assess the severity of 
depression, indicates its validity. 
Five components resulting from factor analysis _labelled anxiety 
symptoms, self-pity, 
paranoid symptoms, discomfort, and indifference_ fit the pattern of depressive episode 
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adopted in the ICD-10 diagnostic criteria, disease codes F32.0 (mild depressive episode, 
without and with somatic symptoms), F32.1 (moderate depressive episode, without and 
with somatic symptoms), and F32.2 (severe depressive episode without psychotic 
symptoms). 
The first component involves the following: clear anxiety symptoms such as excessive 
thinking or worries, irritability, and indecisiveness; depressive symptoms such as feelings 
of guilt, loss of interest, and sense of failure; and psychosomatic features such as somatic 
symptoms and fatigability. This fits the neurotic or reactive depression found in 
psychiatric samples in many studies (e. g., Kendell, 1976; El-Islam, 1975; El-Islam, 
Moussa, Malasi, et al., 1988). 
The relative magnitude of the second component, which was characterized by cognitive 
symptoms such as self-dislike, self-accusation, low concentration, low self-esteem, and 
low self-confidence, is consistent with the view of many theorists (Beck, 1967; Brown 
& Harris, 1978; Seligman, 1975) that cognitive features are of central importance in 
depression. These cognitive symptoms could also be seen in the self-pitying attitudes of 
the depressed persons studied. 
Authors such as Whaley (1998) have noted that the traditional view of paranoia, which 
considers it as a psychotic symptom linked to schizophrenia, has become less influential, 
for many reasons. One such reason may be that a substantial body of literature now 
supports the differentiation of schizophrenia into paranoid and non-paranoid sub-types, 
with the paranoid sub-type being less severe; another possible reason is that cognitive and 
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behavioural theories of paranoid symptoms suggest an association with depression. 
Accordingly, paranoia could be conceptualized as a protective mechanism which defends 
self-esteem and prevents depression (Zigler & Glick, 1988; Bentall, Kinderman & Kaney, 
1994; Trower & Chadwick, 1995). 
Whaley (1998) stated that depressed persons tend to make internal attributions for both 
positive and negative outcomes, and paranoid thinking is a dynamic process by which 
successes are given more weight than failures in self-evaluation. Whaley (1998) also 
adopted a cross-cultural perspective on paranoia, in the following terms: 
`Individuals who are members of a group which continues to be victimized and exploited by the dominant 
culture, and who experience powerlessness in their everyday lives, may develop paranoid tendencies as 
a way of adapting to their circumstances. In this way, members of the culturally oppressed group do not 
develop the feelings of inadequacy or helplessness associated with depression, because they attribute their 
circumstances to ongoing experiences of oppression, i. e., the external control by powerful others. Thus 
their paranoid ideations are manifestations of the cultural oppression which they experience. The mildest 
form of paranoia is most prevalent among these individuals, due to its being most susceptible to cultural 
influences... this adaptive type of paranoia is usually misinterpreted by the mental health professionals as 
a syndrome of psychosis. These errors in clinical judgement can lead to diagnoses of schizophrenia when 
a diagnosis of depression, or no diagnosis at all, may be warranted'. 
Stresses and the domination of tribal and traditional culture over women are still 
occurring in the UAE; this can be seen in the responses of the women in the focus group 
sessions. Hence, the substantial loading of these types of paranoid thinking on the third 
component of the DDI serves to specify it as a syndrome of depression in this particular 
culture. 
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The fourth component, which encompasses insomnia, social withdrawal, agitation, and 
lowering of mood, corresponds to the effects of multiple gender role stress on women's 
mental health. It has been stated that multiple roles are associated with competing 
demands that can lead to role overload and resulting strain (McBride, 1988). As discussed 
earlier, the role of women in UAE society is a dual one: as a guardian of traditional 
values and preserver of the cultural distinctiveness of Islam (which includes family law 
and the role of women within this law); and as a modern woman, taking part in the 
development of society. Hence, the fourth component probably represents the discomfort 
of women as reflected in the symptoms mentioned above. 
Most of the literature regarding indifference in depression has been concerned with 
organic causes of indifference, such as strokes (e. g., Ghika-Schmid & Bogousslavsky, 
1997) or the side-effects of a drug (e. g., Gerlach & Peacock, 1994; Hoehn-Saric, Lipey 
& McLeod, 1990). In their study of sensation-seeking and depressed mood, Carton, 
Jouvent, Bungener, et al. (1992) considered indifference as an emotional response of 
depressed subjects. 
Carton and his colleagues (1992) first discussed psychological and psychopathological 
theories of emotional dimensions. They concluded that, in psychology, the dimensional 
approach does not consider emotion as a particular state of the organism, but as part of 
a wider activation process. Theorists in this field have classified emotions according to 
two main axes: pleasure-displeasure, and activation-deactivation. In psychopathology, the 
study of depressive mood identifies different pathological symptoms which rely on 
emotional subjectivity and on mimicry and motor expressiveness. 
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Carton, Jouvent, Bungener, et al. (1992) pointed out that it is possible, clinically, to 
explore level of activation in its behavioural and subjective interpretations: through the 
emotional responsiveness of depressed subjects (from emotional hyper-expressiveness 
to monotony and absence of affective reaction) and through the subjective aspects of 
emotional sensitivity (from anhedonia _the 
incapacity to experience pleasure_ and overall 
lack of feeling, to hypersensitivity to external stimuli). 
According to Carton, Jouvent, Bungener, et al. 's (1992) argument, the fifth component 
of the DDI, which has been labelled indifference, could be considered as a subjective 
aspect of emotional sensitivity. Although this component included only one item, and 
although the responses of the subjects of the present study were not significant on that 
item, one can suggest that, extracted as an independent component, it could be seen as 
a syndrome variant of depression for women in Dubai. 
It is important then to suggest that these five components could be detected by psychiatric 
epidemiological studies, since they would help clinicians to be more responsive to 
treatment or environmental factors than would the classical syndromes. The results 
indicated that the DDI was able to differentiate depressed and non-depressed samples at 
a statistically significant level, thus demonstrating the efficacy of the test among the 
women of Dubai. 
To establish the standardized validity and reliability of the DDI will require a great deal 
more work. No attempt was made in this study to take into account the many factors that 
must be considered, such as large numbers of patients, the nature of the symptoms, and 
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both genders. The present study concerned the acceptability of the DDI as a tool for 
clinicians and patients in Dubai. Although there is a need for further investigation, it 
appears from the results of this study that the DDI is useful in the measurement of 
depressive symptomatology in the UAE. 
From the foregoing it seems reasonable to conclude that although both the DDI and the 
BDI are potentially useful instruments for measuring depressive symptomatology in 
clinical samples _or 
for screening for depression in community surveys_ in Dubai (and 
are simple and economical to use, reasonably sensitive, apparently acceptable to 
respondents, and have demonstrated reliability and validity), receiver operating 
characteristic (ROC) analysis suggests that the DDI appears to be better than the BDI 
when used with a sample from Dubai. This superiority of the DDI may be attributable to 
its use of the indigenous language and indigenous expressions. 
6.4.5. Strategies for Coping with Depression 
The data from the focus group sessions illustrate a pattern of developmental and age 
differences in individuals' tendencies to express or inhibit emotions. Older individuals 
were found to inhibit their emotions more than the younger participants. This was very 
clear regarding crying, especially among women: older women preferred to keep their 
feelings inside instead of sharing them with others. This is may be due to their cultural 
background and values, which require women to be patient and tolerant of their problems, 
and only to ask Allah to help them. Islam emphasizes not losing hope regarding God's 
capacity mercifully to lift the disaster of illness; hence, from this point of view, a 
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depressed person who feels hopeless would implicitly be compromising his or her faith. 
Older men tend to share their problems with other men, or ask for their advice. Most of 
the problems seen as likely to cause depression in men related to financial difficulties; 
men may prefer to share their problems with other men who have experience in this field. 
Furthermore, even when stresses related to their families are involved, they prefer to talk 
to another man rather than to their wives, as the majority of them believe that women are 
unable to discuss any serious problems. 
Even though younger females felt able to express their distressed feelings more openly 
than older women _by crying or 
talking to a friend, for example_ worries about ruining 
their reputation and fears of people's talk were still prevalent. 
Younger males tended not to express their distressed feelings verbally, and preferred to 
avoid such feelings, perhaps by being with their friends for as long as they could. If they 
did discuss their feelings, they preferred to talk to their male friends - 
just like the older 
males, and maybe for the same reasons. Nevertheless, their responses indicated some 
confusion with their situation and role, and revealed their awareness of the situation of 
women, so there was a sense of demanding more liberation for themselves as well as for 
women. 
In general, although there were some differences in expressing distressed feelings 
according to age and gender, all subjects tended to cope with their sad feelings by 
practising more religious rituals, such as praying. 
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The results of the Antidepressive Activity Questionnaire (AAQ) indicate that women 
from Dubai tend to manage their depressed feelings more by avoidance than by living 
with and managing their depression; their coping strategies are therefore focused on 
emotional discharge. As shown in Table 5.18 (see Chapter 5), more than 50% of subjects 
used these avoidance activities, such as `keep busy', `do something to take my mind off 
it', or `do something I can get engrossed in'. Activities related to confronting depressed 
feelings and trying to manage them (active cognitive responses) and activities focused on 
logical analysis and problem solving were used by less than 50% of the subjects. Such 
coping strategies include `trying to find out what is making me depressed' (45%), `take 
myself out of it' (42%), and `talk to someone about how I am feeling' (42%). 
Help and comfort seeking was the second most common category of coping strategy, 
chosen by more than 50% of the subjects. This category includes `praying' and `taking 
comfort in my religion', which are active cognitive methods of coping focused on 
emotional discharge, and `ringing someone up' and `seeing friends', which are active 
behavioural methods of coping focused on problem solving. Such coping behaviours are 
common in other Eastern cultures, as reported by Bhugra, Baldwin, and Desai (1997) 
with Punjabi women. The third common category was self-care, chosen by 51-57% of the 
subjects. Active behavioural methods in self-care, such as taking a rest (54%) or having 
a bath (51 %), were most commonly employed, while avoidance behaviour in self-care, 
such as going to bed (57%), was reported least often by more than 50% of the subjects. 
These coping strategies focused on emotional discharge. 
The investigation also indicated that women with depressive symptoms who report 
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elevated levels of depressed mood tend to use significantly more antidepressive activities 
than non-depressed women. Surprisingly, however, results of further investigations about 
how frequently they used these activities and how helpful they found them showed that 
non-depressed women, despite using fewer activities than depressed women, use these 
activities significantly more frequently and find them significantly more helpful. This 
finding indicates that the quantity of a person's activity is not necessarily a guarantee of 
its quality. 
Overall, these results show no significantly different patterns of coping response between 
depressed and non-depressed women; the difference was in the amount of these activities 
used by each group. This finding contrasts with that of Rosenberg, Peterson, and Hayes 
(1987), who stated that depressed medical patients reported a pattern of coping responses 
somewhat different from that of non-depressed medical in-patients. The contrast between 
these authors' findings and our own was not surprising, because the sample in the present 
study was, in general, a community sample, and the depressed subjects were not clinically 
identified as such, although according to the screening instruments they did show some 
depressive symptoms. Hence, as clinical and non-clinical populations differ in more ways 
than just sample size or symptom presentation, the structure and nature of coping may be 
influential as well. 
It is important next to discuss the activities that were very helpful in decreasing 
depressive feelings among the women of Dubai. The current findings provide data about 
the nature of these coping activities. Religious behaviour, for example praying, was the 
most common activity used by women in Dubai, and 80% of them stated that it was very 
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helpful. Research into religious experience as a form of coping behaviour with 
psychiatrically disabled people is still at a formative stage, and very little is known about 
it. However, many attempts have been made to explore the relationship between 
depressive symptoms and religious affiliation (e. g., Koenig, Cohen, Blazer, et al., 1992; 
Koenig, Weiner, Peterson, et al., 1997; Braam, Beekman, Deeg, et al., 1997; Packer, 
1997; Bickel, Ciarrocchi, Sheers, et al., 1998); most of these studies suggested that 
religious coping was a common and important method of dealing with depression. Many 
of these studies also found that religious coping was inversely associated with depressed 
states in their samples. 
Returning to the present study's results, the mean age of the subjects was 28.06 years, 
and, as mentioned earlier, 80% of the them found praying a very helpful coping activity 
for their depressive feelings. This reflects the existential commitment in their belief 
system, which influences the behavioural, physical, and cognitive aspects of a mood 
episode. This result is consistent with the hypotheses that women in Dubai tend more to 
religious behaviour as a coping strategy for depressive feelings. 
Domestic work was another common coping activity endorsed among women in Dubai. 
This finding was not predicted in the hypotheses of the present study. On the contrary, 
what was expected was that women in Dubai would tend more towards social activities 
in order to cope with their depressive feelings. This expectation was based on the fact that 
the majority of families in contemporary Dubai use housemaids for most domestic work, 
and that most women prefer not to be involved in such work. This finding may therefore 
provide further evidence that social activities for women in Dubai are still inadequate and 
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are not well enough organized to attract women, or do not cater for the actual interests 
of modern women in this society. For example, most of the women's associations in 
Dubai and the other Emirates concentrate on domestic skills, such as tailoring and 
cooking (which most of the women could easily learn from other resources), and amateur 
classes for painting or flower arranging. Many women cannot afford to join the private 
women's associations, which offer rather different activities. 
An alternative explanation for the finding regarding domestic work is that, because 
depressed people mostly withdraw from social activities, such work is likely to be readily 
available for much of the time in most ordinary environments. Hence, these activities 
probably help women to buffer their stresses rather than produce a solution for their 
problems. 
The third common activity was `have a bath', which is categorized under self-care 
activities. This activity was the second most common one to be rated as very helpful (at 
71% of respondents), after `praying'. A few studies have found an effect of hydrotherapy 
on mood (e. g., Wolfersdorf, 1988; Vidart, 1971). Vidart found that the most successful 
treatment results were obtained with those forms of anxiety that take a concrete form of 
the neurovegetative variety. Wolfersdorf found that multidimensional treatment 
strategies, including hydrotherapy, for patients with complex diagnostic and management 
problems were significantly helpful; the cure rate using such strategies reached 85%. 
An explanation for the relationship between decreasing depressive feelings and having 
a bath could be that this kind of coping activity reflects stressful feelings in women, and 
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that the water's vibration helps them to relax. This explanation is more acceptable if one 
considers the stresses that modern women in the UAE experience. 
In conclusion, as discussed in the Chapter 2, the meaning of an event to the individual is 
usually determined by cognitive appraisal processes (according to Lazarus and his 
colleagues), which in turn affect the coping processes which the individual adopts. The 
problems of depressed people are not based merely in their cognitive perceptions of their 
circumstances, but also in their transactions with their environments. When applying this 
theory to our findings, it seems that the women of the present study appraised their 
situation as both harmful and probably permanent. Accordingly, their coping appraisal 
reflected their situation appraisal. In other words, since they cannot change their situation, 
and cannot therefore use problem-solving activities, they normally turn to emotional 
discharge responses, as found in the present study. 
6.5. Strengths of the Study 
Despite the limitations acknowledged above, the results of the present study essentially 
support the hypotheses. Hence, it is reasonable to include a discussion of its strengths. 
This is the first study of depression in women in Dubai to have addressed symptoms, 
concepts and coping strategies. It is also the first study to look at indigenous individual 
idioms of distress regarding depression in Dubai. One can therefore state that it is a multi- 
dimensional study. Most previous research on depression has focused on symptoms (e. g., 
Chang, 1985; Gada, 1982; Krause & Liang, 1992), on demographic variables and their 
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association with depression (e. g., Bagley, 1973; Bebbington, Dunn, Jenkins, et al., 1988), 
on the concept of depression (e. g., Coyne & Lazarus, 1980; Brandt & Boucher, 1986), 
or on coping strategies (e. g., Coyne, 1982; Billings & Moos, 1984; Folkman, 1984). 
This study attempted to examine as many factors that may be involved as possible. It was 
therefore designed to provide a relatively comprehensive picture of depression-related 
symptoms, concepts and coping strategies, and of their associations with a number of 
socio-demographic variables and with the specific cultural context. This design was 
expected to allow the researcher to indicate what factors alone or together may predict 
depression, and to provide us with implications for preventive therapy. 
Since the study applied case-definition and case-finding methods similar to those of most 
other studies in this field, it provided data that could be used by researchers from other 
cultures for comparative purposes; this kind of comparison was in fact performed in the 
present study between the results from our clinical sample and those from the American 
clinical sample presented by Beck and Steer (1993). 
The present study was also a cross-sectional one, examining symptoms of depression and 
coping strategies among women of different demographic statuses and with and without 
depressive symptoms. The focus was on the information which was available at the time 
the research took place, since it was not possible for this project to adopt a longitudinal 
perspective because of limitations on time. The recruitment of the samples followed a 
strict methodology, despite limited appropriate resources from which to derive them. The 
sampling frame was considered adequate for the nature of the resources offered. As this 
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study used semi-structured interviews (focus groups) to investigate the concept of 
depression, a good deal of contextual information was collected. This allows meaningful 
ratings of verbal expression, ideas, norms, beliefs, and coping behaviours to be made. 
6.6. Implications and Future Studies 
The data have many implications for the screening and assessment of depression. The 
results of the principal component analysis and of the receiver operator characteristic 
curve analysis, and the findings of DDI suggest that the DDI is a suitable instrument for 
the systematic assessment of depressive symptoms not only for community samples but 
also for clinical patients. Pilot work with existing standardized scales, such as the BDI 
and the Minnesota Multiphasic Personality Inventory (MMPI-D), suggested that 
respondents do not find them readily comprehensible without additional items. The DDI 
promises to have much screening potential, and would be invaluable in extending the 
present findings to larger clinical and community populations of both sexes. Furthermore, 
the instrument would enable indigenous expressions to be explored systematically among 
the native people of the UAE in general. The further development of the instrument 
would have much value for a common core research model, and could enable the 
assessment of those likely to be at risk of psychiatric disorder. 
Assessment of the relationship between socio-demographic status and severity of 
depression also promises to be useful in helping to identify those at high risk of disorder. 
A major finding in this project regarding this issue was the strong relationship between 
severity of depression and education, occupation, and socio-economic group. This work 
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highlights the need for research into the association between demographic variables and 
depression, in order to take into account other possible causes of symptomatology. 
There is a need to assess life events in UAE society, and then to study the role of these 
life events and their possible interactions with other factors so as to provide an adequate 
causal explanation of depression in this particular culture. 
The present findings may also have implications for psychotherapeutic practices. While 
attitudinal differences in perceiving mental illness were expected in view of cultural 
factors, the nature of these differences may explain the difficulties that foreign 
psychotherapists and counsellors encounter in working with the native people of the 
UAE. For example, Brown, Stein, Huang, et al. (1973) (cf. Sue, Wagner, Ja, et al., 1976) 
found that insight-oriented therapy was not very effective with Chinese patients in a Los 
Angeles psychiatric hospital. Sue, Wagner, Ja, et al. (1976) argued that the 
ineffectiveness of the approach can perhaps be attributed to beliefs that one should not 
dwell on morbid or sensitive thoughts, whereas insight-oriented therapies encourage the 
verbalization of deep emotional conflicts. 
This finding could also be applied to the results of the present study. The focus group 
sessions revealed that the native people of Dubai tend not to discuss their problems and 
difficulties openly, other than with relatives and friends, in order not to bring attention 
to their feelings and to protect their families' reputation from the stigma of mental illness. 
Thus, a therapy which requires dwelling on morbid thoughts and their in-depth analysis 
may be rejected by these people, or in any case will be rendered ineffective. On the other 
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hand, therapies which emphasize direct problem-solving techniques, self-help, and the 
involvement of family and respected friends may be important. 
From a theoretical perspective, the implications of this study raise some important issues 
concerning personal adjustment to and coping strategies for depression. If the women of 
Dubai believe that the avoidance method of managing one's depressed feelings, as 
opposed to living with and managing one's depression, is a healthy process, it seems 
likely that such a belief is encouraged and reinforced by sub-cultural values. Yet the 
classical psychoanalytic system views these avoidance methods as a repressive process 
that is detrimental to the well-being of individuals. Are the women of Dubai then more 
prone to mental disorder? The perspective taken in this study is that the universal 
application of a particular model of deviance (such as the psychoanalytic model) is 
inappropriate unless cultural values are considered and appreciated. Our perspective 
suggests that avoidance methods for managing depressed feelings may represent a 
culture-based means of handling stressful situations rather than a sign or symptom of 
deviance. Such methods may also imply that inadequate resources for different methods 
of coping exist. 
The data also clearly suggest that the coping activities used to deal with depressive 
feelings were connected with emotional discharge, in both depressed and non-depressed 
women. This is tremendously exciting, as it identifies a mechanism that may operate to 
impede or promote emotional processing. The data suggest implications for therapeutic 
intervention, particularly the possible use of attribution style therapy (Layden, 1982) and 
cognitive style therapy (Beck, Rush, Shaw, et al., 1979). 
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What cognitive theories in general claim is that the optimal goal of any psychological 
treatment of depression is to change the negative thoughts which distorted one's view of 
the self and of the world, usually by replacing them with positive thoughts; and what the 
present study suggests is that changing negative thoughts may be beneficial if this enables 
the person to adopt a less self-accusing attributional explanation for stressful events. As 
noted earlier, the direction of attributional change will depend on individual 
circumstances, and realistic causal attributions may involve a shift in the direction of 
greater or lesser personal control (Fosterling, 1985). 
With this in mind, it is worth noting that many workers in the field of psychotherapy 
research are agreed that debriefing sessions are desirable, and that they reduce later 
morbidity. If this is true, the explanation may be that debriefing sessions expose 
individuals to information on how others reacted to the same stimuli. This consensus 
information enables the depressed person to make more realistic causal attributions. Less 
distress will result if this then prompts the person to attribute behaviour to external and 
controllable causes. However, it is also possible that debriefing may, depending on 
individual circumstances, encourage more internal and uncontrollable explanations that 
would serve to increase the person's psychological distress. 
Another theoretical model that may deserve more attention, in the light of the results of 
the present study, is the reformulated model of learned helplessness (Abramson 
Seligman, & Teasdale, 1978). The relevance of this model in understanding the aetiology 
of depression, although it has been discussed by many researchers, remains to be 
investigated in non-Western cultures such as the UAE's. The results of this study and the 
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field observations suggest that further research should attempt to investigate the 
perception of life events in the people of the UAE and how this perception influences the 
person's behaviour and his or her mental and physical health. They also suggest the value 
of an investigation into how far the traditional religious views of women in Muslim 
societies involve learned helplessness. 
Cognitive behavioural therapy helps us to understand the habitual errors of reasoning 
which usually occur with depressed people, as Beck (1991) has indicated. Although the 
data show that there are some cognitive distortions in the thoughts of depressed women 
in Dubai, further evidence is clearly needed in order to substantiate these findings. 
Investigations with a greater emphasis on the cognitive factors among depressed and 
non-depressed women would initially be desirable. 
In addition, further research would be needed to assess the locus of control in the people 
of the UAE. Is it internal or external? What is the social learning that leads to the way in 
which people in this society categorize their situations somewhere along the 
internal-external dimension? What beliefs do the people of the UAE have about their 
stressed situations? The results of the focus group sessions in the present study 
highlighted some of these beliefs, which in general concerned social and family life 
events, and it is hoped that future research will confirm these findings. 
From the analyses of socio-demographic variables and the focus group sessions, it 
appeared that the majority of women in Dubai tend to explain their distressed feelings as 
being a result of an impairment in their relations with their spouses. The interpersonal 
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theory emphasizes that social life events and the interpersonal tactics that a person uses 
to gain and maintain relationships and resolve conflicts, and the nature of these 
relationships, play a significant role in causing depression. It is clear that the results of 
the present study are inconsistent in some way with the interpersonal perspective. Future 
research should therefore attempt to study family functioning among the UAE's people, 
concentrating on relations between spouses. 
In the view of the stress and cognitive appraisal approaches, the present work highlights 
a need for further development of a more valid and reliable instrument for assessing the 
personal characteristics and beliefs which influence the appraisal of what could be viewed 
as stressful situations among the people of the UAE. 
Regarding the DDI, which has been developed in the present work, a larger pool of items 
needs to be developed and tested, in the light of the results of the principal components 
data. This would involve the exclusion of ambiguous items from the DDI, and inclusion 
of further items reflecting symptoms that are not included in the present instrument. 
The hypothesized association between the social change away from traditional Muslim 
values and mental illness could be of particular interest to transcultural psychiatry. 
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6.7. Conclusions 
In conclusion, the present work has found that in the society of Dubai there were many 
stresses for women associated with their family life _such as polygamy, unpredictable 
divorce, absent fathers too involved in their work and business, and the old traditions and 
customs, which place a heavy burden on women in particular. At risk are young mothers 
with large families and single women who have passed the traditional age of marriage, 
especially if they are from the lower-income groups, and the less educated; these groups 
also have higher rates of depression. 
The psychiatric definitions given in DSM-IV and ICD-10 state that the essential feature 
of a depressive episode is either a dysphoric mood or loss of interest or pleasure in usual 
activities and pastimes. These are explicitly stated to be symptoms of the mood and not 
the mood per se. The findings of the present study suggest that the crux of the conception 
of depression among this study's sample was the loss (not absence) of positive and 
affirming feelings. Depression's core meaning seems to be this acute sense of loss, which 
creates feelings of anxiety, loneliness, and discomfort. The mood is not merely dysphoric, 
and neither is it merely loss of pleasure. The conception of depression among the people 
of Dubai which emerged from the semantic analysis was that depression is the affective 
state of diminished feelings, particularly marked by loss of positive, affirming emotions, 
where this loss or diminution remains acute. 
It appears that it is useful to conceptualize the distribution of depressive symptoms in a 
community sample as being underpinned by five components or potential causal 
principles, as it is in the DDI. In addition, it appears that it is appropriate to conceptualize 
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these syndromes in terms of dimensions rather than categories for this sample, since 
people can be suffering from different degrees of each form at any one time. 
Marsella (1980) has indicated that there is no universal conception of depression. 
Accordingly, the present study showed that although the people of Dubai do not have 
terms for depression that are conceptually equivalent to the Western one, there are 
variants of depressive symptoms similar to those found in Western cultures. The results 
also illustrated an important point: because the depressive experience is embedded within 
an entirely different cultural context, it may assume a different meaning and experience 
and perhaps should not always be labelled as depression. 
The rapid socio-cultural changes occurring in UAE society are mostly towards the 
Western model. However, the traditional culture still strongly affects people's lives in 
this society B especially women's. The use of an existing standardized instrument, the 
BDI, in the present study revealed some psychological aspects of depression among 
women. However, the surprising finding was nature of the five components of the DDI 
and the items comprising this instrument, which were developed from the indigenous 
words of the native people of Dubai. The majority of these items reflected psychological 
aspects of depression rather than somatic symptoms. 
Although the people of Dubai expressed their feelings by using somatic terms, they might 
have done so because somatization in this particular culture may merely indicate the use 
of somatic metaphors. In the Arabic dialect of the UAE, there are few terms relating to 
specific mental states. Even the words for depression and anxiety originally connoted a 
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physical sense of pressure. These words, in general, carry implications of unpleasant 
physical images that are almost subliminal, although very successful in lending force to 
the emotional expression. It is therefore worth revising the hypothesized association 
between Eastern culture and somatization of depression, since it is easy to interpret 
expressions in an unfamiliar language that are apparently similar to somatic expressions 
in one's own language as truly somatic and miss the non-somatic metaphorical meanings. 
In the classical Arabic language there is a tremendous variety of expressions for the 
whole range of the psychological, behavioural, emotional, sentimental, cognitive, and 
other internal human experiences. This can be seen in literature, poetry, philosophy, and 
the Koran. Hence, any assumptions that the Arabic language does not have words to 
represent depression are likely to reflect a lack of knowledge of the language, rather than 
paucity of the language itself. 
The results of the present study also underscore the multi-dimensional character of coping 
activities, each sub-scale having its own phenomenological, psychological, and possibly 
biological specificity. Description of coping activities provides a better understanding of 
depressed women's multiple behaviours in response to depressive emotions. The 
evidence showed that the quality of a person's activity was more important than its 
quantity in coping with depressive or distressed feelings. 
The manifestation of depression among the women of Dubai is strongly determined by 
the emirate's culture. The concept of depression seems to centre upon an acute sense of 
anxiety and loneliness. The somatic terms used by the people of Dubai merely reflect the 
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use of somatic metaphors. Finally, the descriptions of coping strategies used by the 
women of Dubai provide better knowledge of their behaviours in stressful situations, and 
also provide mental health clinicians with better ideas about the implications of these 
activities for the treatment of depression. 
It is hoped that the present study does at least answer as many questions as it poses, and 
that these answers will prove to be of value in guiding further research, and in developing 
more effective forms of treatment. 
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This questionnaire consists of 21 groups of statements. After reading each group of statements carefully, 
circle the number (0,1,2 or 3) next to the one statement in each group which best describes the way you 
have been feeling the past week, including today. If several statements within a group seem to apply 
equally well, circle each one. Be sure to read all the statements in each group before making your 
choice. 
0I do not feel sad. (2) 0I am not particularly 
discouraged about the 
future. 
1I feel sad. 1I feel discouraged 
about the future. 
2I am sad all the time and I can't 2I feel I have nothing to look 
snap out of it. forward to. 
3I am so sad or unhappy that I can't 3I feel that the future is hopeless 
stand it and that things cannot improve. 
0I do not feel like a failure. (4) 0I get as much satisfaction out of 
1I feel I have failed more than the things as I used to. 
average person. 1I don't enjoy things as much as 
2 As I look back on my life, all I can I used to. 
see is a lot of failures. 2I don't get real satisfaction out 
3I feel I am a complete failure as a of anything anymore. 
person. 3I am dissatisfied or bored with 
everything. 
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0I don't feel particularly guilty. (6) 0I don't feel I am being 
punished. 
1I feel guilty a good part of the 1I feel I may be punished. 
time. 2I expect to be punished. 
2I feel quite guilty most of the time 3I feel I am being punished. 
31 feel guilty all of the time. 
0I don't feel disappointed in myself. (8) 0I don't feel I am any worse than 
1I am disappointed in myself. anybody else. 
2I am disgusted with myself. 1I am critical of myself for my 
3I hate myself. weaknesses, mistakes 
2I blame myself all the time for 
my faults. 
3I blame myself for everything 
that happens. 
0I don't have any thoughts of killing (10) 0I don't cry any more than usual. 
myself. 1I cry more than I used to. 
1I have thoughts of killing myself, 2I cry all the time now. 
but I would not carry them out. 3I used to be able to cry, but 
2I would like to kill myself. now I can't cry though I want 
31 would kill myself if I had the chance. to. 
(11) 0I am no more irritated now than I (12) 0I have not lost interest in other 
ever am. people. 
1I get annoyed or irritated more 1I am less interested in other 
easily than I used to. people than I used to be. 
2I feel irritated all the time now. 2I have lost most of my interest 
3I don't get irritated at all by the in other people. 
things that use to irritate me. 3I have lost all of my interest in 
other people. 
(13) 0I make decisions about as well (14) 0I don't feel I look any worse 
as I ever could. than I used to. 
1I put off making decisions more 1I am worried that I am looking 
than I used to. old or unattractive. 
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2 I have greater difficulty in making 2 I feel that there are permanent 
decisions than before. changes in my appearance that 
3 I can't make decisions at all make me look unattractive. 
anymore. 3 I believe that I look ugly. 
(15) 0 I can work about as well as before. (16) 0 I can sleep as well as usual. 
1 It takes an extra effort to get started 1 I don't sleep as well as I used 
at doing something. to. 
2 I have to push myself very hard 2 I wake up 1-2 hours earlier than 
to do anything. usual and find it hard to get 
back to sleep. 
3 I can't do any work at all. 3 I wake up several hours earlier 
than I used to and cannot get 
back to sleep. 
(1 %) 0 I don't get more tired than usual. (18) 0 My appetite is no worse than 
1 I get tired more easily than I usual. 
used to. 1 My appetite is not as good as it 
2 I get tired more easily used to be. 
3 I am too tired to do anything. 2 My appetite is much worse now 
3 I have no appetite at all 
anymore. 
(19) 0 I haven't lost much weight, (20) 0 I am no more worried about my 
if any, lately. health than usual. 
1 I have lost more than 5 pounds. 1 I am worried about physical 
2 I have lost more than 10 pounds. problems such as aches and 
3 I have lost more than 15 pounds. pains; or upset stomach; or 
constipation. 
I am purposely trying to lose 2 I am very worried about 
weight by eating less. physical problems and it's hard 
Yes No to think of much else. 
3 I am worried about my physical 
problems that I cannot think 
about anything else. 
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ý21 01 have not noticed any recent 
change in my interest in sex. 
I am less interested in sex 
than I used to be. 
I am much less interested in sex 
now. 
I have lost interest in sex 
completely. 
Subtotal Page 2 









Please read this carefully. 
We should like to know if you have had any medical complaints and how your health has been in 
general, over the past few weeks. Please answer ALL the questions on the following pages simply by 
underlining the answer which you think most nearly applies to you. Remember that we want to know about 
present and recent complaints, not those that you had in the past. 
It is important that you try to answer ALL the questions. 
Thank you very much for you cooperation. 
Have you recently 
Al - been feeling perfectly well and in Better Same Worse 
good health? than usual as usual than usual 
A2 - been feeling in need of a good Not No more Rather more 
tonic? at all than usual than usual 
A3 - been feeling run down and out of Not No more 
sorts? at all than usual 
A4 - felt that you are ill? Not No more 
at all than usual 
A5 - been getting any pains in 
your head? 
Not No more 






Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
Rather more Much more 
than usual than usual 
A6 - been getting a feeling of tightness 
or pressure in your head? 

















Bl - lost much sleep over worry? Not No more Rather more Much more 
at all than usual than usual than usual 
B2 - had difficulty in staying asleep Not No more Rather more Much more 
once you are off? at all than usual than usual than usual 
B3 - felt constantly under strain? Not No more Rather more Much more 
at all than usual than usual than usual 
B4 - been getting edgy and Not No more Rather more Much more 
bad-tempered? at all than usual than usual than usual 
B5 - been getting scared or panicky Not No more Rather more Much more 
for no good reason? at all than usual than usual than usual 
B6 - found everything getting on Not No more Rather more Much more 
top of you? at all than usual than usual than usual 
B7 - been feeling nervous and Not No more Rather more Much more 
strung-up all the time? at all than usual than usual than usual 
Cl - been managing to keep yourself More so Same Rather more Much more 
busy and occupied? than usual as usual than usual than usual 
C2 - been taking longer over the things Quicker Same Longer Much longer 
you do? than usual as usual than usual than usual 
C3 - felt on the whole you were doing Better About Less well Much 
things well? than usual the same than usual less well 
C4 - been satisfied with the way More About same Less satisfied Much less 
you've carried out you task? satisfied as usual than usual less well 
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C5 - felt that you are playing a useful More so 
part in things? than usual 
C6 - felt capable of making decisions More so 
about things? than usual 
C7 - been able to enjoy your normal More so 
day-by-day activities? than usual 
Same Less useful Much less 
as usual than usual useful 
Same Less so Much less 
as usual than usual capable 
Same Less so Much less 
as usual than usual than usual 
D1- been thinking of yourself as a Not No more Rather more Much more 
worthless person? at all than usual than usual than usual 
D2 - felt that life is entirely hopeless? Not No more Rather more Much more 
at all than usual than usual than usual 
D3 - felt that life isn't worth living? Not No more Rather more Much more 
at all than usual than usual than usual 
D4 - thought of the possibility that you Not No more Rather more Much more 
might make away with yourself? at all than usual than usual than usual 
D5 - found at times you couldn't do Not No more Rather more Much more 
anything because your nerves at all than usual than usual than usual 
were too bad? 
D6 - found yourself wishing you were Not No more Rather more Much more 
dead and away from it all? at all than usual than usual than usual 
D7 - found that the idea of taking your Definitely I don't Has crossed Definitely 
own life kept coming into your not think so my mind has 
mind? 
AB C D 









ANTIDEPRESSIVE ACTIVITY QUESTIONNAIRE (AAQ) 
This is a questionnaire to find out what people do when they are feeling depressed. It is an inventory of 
preferred activities; there are no right or wrong answers. Below is a list of some things which people have said 
they do when they are feeling low. Please read through the list and circle the numbers of the items that describe 
things that you do when you feel depressed. Then go through the questionnaire again and put a tick in the 
columns that apply to how frequently you use the methods whose numbers you have circled and to how helpful 
you usually find them. 
If any method that you usually use is not on the list, please add it in the space provided on the last page of the 
questionnaire and tick the appropriate frequency and helpfulness columns. 
All information on this questionnaire is strictly confidential. 
THANK YOU FOR YOUR HELP. 





rarely some- quite 
times often 
HELPFULNESS 
not moderately very 
very 
1 Keep busy 
2 Do something I enjoy 
3 Give myself a treat 
4 Do something to take 
my mind off it. 
5 Do something I can 
get engrossed in. 
6 Stick to my normal 
routine. 
7 Do something 
constructive 
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8 Do something 
physical. 
9 Do something 
vigorous 
10 Go fora walk 
11 Go fora drive or 
bicycle ride 
12 Engage in sport 
13 Help out or care 
for someone 
14 Work 
15 Write letters 
16 Do something not re- 
quiring much concen- 
tration 
17 Work hard 
18 Do housework 
19 Cleaning or tidying 
20 Cooking or baking 
21 Laundry or mending 
22 Sew, knit, crochet 
23 Go shopping 
24 Buy clothes 
25 Buy something nice 
26 Change activities or 
take a break 
27 Have a change of scene 
28 Take a rest 
29 Take a holiday 
30 Play a game (cards, 
chess, etc. ) 
31 Play with children or 
watch them playing 
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32 Play with or care for 
a pet 
33 Have a bath 
34 Wash my hair or have 
it done 
35 Have something to eat 
36 Eat something sweet 
37 Go to bed 
38 Take a nap 
39 Have sex 
40 Have physical contact 
41 Take antidepressants 
42 Take tranquillizers 
43 Take sleeping tablets 
44 Take aspirin or other 
pain-killer 
45 Take recreational 
drugs 
46 Take vitamins or 
tonics 
47 Have a drink on my 
own 
48 Have a drink with 
people 
49 Smoke (tobacco) 
50 Have coffee or tea 
51 Try to find out what 
is making me depressed 
52 Do something about 
whatever is making me 
depressed 
53 Remind myself it 
won't last 
54 Think about something 
else 
345 
55 Talk myself out of it 
56 Find something to 
laugh about 
57 Have a good cry 
58 Get angry about 
something 
59 Take my feelings out 
on something 
60 Wallow in feeling 
depressed 
61 Plan something for 
the future 
62 Get out of the house, 
go out 
63 See a film on my own 
64 See a film with some- 
one or with friends 
65 Watch television 
66 Listen to the radio 
67 Listen to music or 
records 
68 Read a serious book 
69 Read a light or 
romantic novel or 
thriller 
70 Read a newspaper, 
journal of magazine 
71 Paint, draw, or 
sculpt 
72 Play a musical 
instrument 
73 Write something 
74 Visit a museum or 
gallery 
75 Go out of doors, to 
garden, park or the 
country 
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76 Find peace & quiet 
77 See a friend or 
friends 
78 Ring someone up 
79 Have a meal with 
people 
80 Invite people over 
81 Go out with people 
or to a party 
82 Find out where I 
stand with someone 
or with people 
83 Find out how I 
compare to other 
people 
84 Get moral support, 
sympathy or reassurance 
85 Talk to someone about 
how I'm feeling 
86 Talk to someone about 
something else 
87 Talk to someone about 
their problems 
88 See my doctor 
89 See my psychiatrist 
90 See my psychologist 
91 See some other 
professional helper 
92 Take comfort in my 
religion 
93 Go to church or 
chapel 
94 Pray 
95 Try to get my 
situation into 
perspective 
96 Read about depression 
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and how to cure it 
97 Crawl away on my own 
98 Avoid things I know 
are likely to make 
me feel worse 
99 Find out how other 
people cope 
100 Try to act as if I 
weren't feeling 
depressed 
USE THIS SPACE TO ADD ANY TECHNIQUES WHICH YOU USUALLY USE AND WHICH ARE NOT 
GIVEN ON THIS LIST. 
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Appendix 4 
Field Note Reporting Form 
Information About the Focus Group 
Date of Focus Group 
Location of Focus Group 
Number and Description of Participants 
Moderator Name / Phone Number 
Responses to Questions 
Q1. Do you know individuals in the community matching this descriptions? 
Brief Summary / Key Points I Notable Quotes 
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Q2. What kind of symptoms did he/she have? 
Brief Summary / Key Points I Notable Quotes 
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Q3. Do you think there is a problem? If so, what do you call it? 
Brief Summary / Key Points I Notable Quotes 
351 
Q4. What do you think the causes of his/her illness or problems? 
Brief Summary / Key Points I Notable Quotes 
352 
Q5. Is there anything that can be done about it? Who should do it? 
Brief Summary / Key Points I Notable Quotes 
353 
Q6. Do you think this disorder will get worse? To what extent? 
Brief Summary / Key Points I Notable Quotes 
354 
Q7. Do you think this disorder is harmful to the individual, his/her family, and the 
community? How? 
Brief Summary / Key Points I Notable Quotes 
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Q8. Do you think this disorder will impair the chances of marriage, or the continuation of an 
existing marriage? 
Brief Summary / Key Points I Notable Quotes 
356 
Q9. Do you think that the individual will provoke problems at home during his/her illness? 
Brief Summary / Key Points I Notable Quotes 
357 
Q10. How much do you think the individual will be capable of work or study? 
Brief Summary / Key Points I Notable Quotes 
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Appendix 5 
Antidepressive Activity Questionnaire items endorsed, often done, and very helpful 
mentioned by all (n=100) subjects 
AAQ items Endorsed Often done Very helpful 
1- Keep busy. 69* 17(25) 18 (26) 
2- Do something I enjoy. 60* 36 (60) 24 (40) 
3- Give myself a treat. 54* 18 (33) 30 (56) 
4- Do something to take my mind off it. 60* 21(35) 15 (25) 
5- Do something I can get engrossed in. 51* 18 (35) 15 (29) 
6- Stick to my normal routine. 66* 42 (64) 30 (45) 
7- Do something constructive. 42 12 (29) 7(21) 
8- Do something physical. 45 9 (20) 15(33) 
9- Do something vigorous. 36 12 (33) 6(17) 
10- Go for walk. 51* 12(24) 21(41) 
11- Go for drive. 36 0( --- ) 3(08) 
12- Engage in sport. 39 3 (08) 0(---) 
13- Help out or care for someone. 39 6 (15) 12(31) 
14- Work. 42 15(36) 9(21) 
15- Write letters. 30 6 (20) 6(20) 
16- Do something not requiring 39 3 (08) 3(08) 
much concentration. 
17- Work hard. 45 9(20) 6(13) 
18- Do housework. 66* 42 (64) 36 (55) 
19- Cleaning or tidying. 63* 39 (62) 39 (62) 
20- Cooking or baking. 57* 18 (32) 15 (26) 
21- Laundry or mending. 36 12 (33) 12 (32) 
22- Sew, knit, crochet. 30 6 (20) 6(20) 
23- Go shopping. 63* 12 (19) 9 (14) 
24- Buy clothes. 45 9 (20) 15(33) 
25- Buy something nice. 45 15 (33) 24(53) 
26- Change activities or take a break. 30 0( --- ) 9(30) 
27- Have a change of scene. 42 15 (36) 15(36) 
28- Take a rest. 54* 15 (28) 21(39) 
29- Take a holiday. 30 3 (10) 3(10) 
30- Play a game (cards, chess, etc. ). 30 3 (10) 3(10) 
31- Play with children or watch them playing. 51* 18 (35) 30 (59) 
32- Play with or care for a pet. 24 3 (13) 3(13) 
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33- Have abath. 51* 33(65) 36(71) 
34- Wash my hair or have it done. 39 15 (39) 18(46) 
35- Have something to eat. 48 24 (50) 15(31) 
36- Eat something sweet. 33 18 (55) 12(36) 
37- Go to bed. 57* 18 (32) 18 (32) 
38- Take a nap. 45 3(07) 6(13) 
39- Have sex. 15 0( --- ) 0(---) 
40- Have physical contact. 12 3 (25) 3(25) 
41- Take antidepressants. 24 0( --- ) 0(---) 
42- Take tranquillizerers. 24 0( --- ) 0(---) 
43- Take sleeping tablets. 21 3 (14) 6(29) 
44- Take aspirin or other pain killer. 27 3 (11) 4(11) 
45- Take recreational drugs. 21 3 (14) 0(---) 
46- Take vitamins or tonics. 24 3 (13) 0(---) 
47- Have a drink on my own. 02 0( --- ) 0(---) 
48- Have a drink with people. 01 0( --- ) 0(---) 
49- Smoke (tobacco). 03 1 (33) 0(---) 
50- Have coffee or tea. 45 21(47) 12(27) 
51- Try to find out what is making me depressed. 45 30 (67) 21(47) 
52- Do something about whatever is 27 0( --- ) 6(22) 
making me depressed. 
53- Remind myself it won't last. 48 15(31) 18(38) 
54- Think about something else. 48 12 (25) 18(38) 
55- Talk myself out of it. 42 18 (43) 15(36) 
56- Find something to laugh about. 36 12 (33) 12(36) 
57- Have a good cry. 45 18 (40) 18(40) 
58- Get angry about something. 27 15 (56) 9(33) 
59- Take my feelings out on something. 21 0( --- ) 6(29) 
60- Wallow in feeling depressed. 15 3 (20) 6(40) 
61- Plan something for the future. 30 12 (40) 15(50) 
62- Get out of the house, go out. 39 15 (39) 6(15) 
63- See a film on my own. 30 9 (30) 6(20) 
64- See a film with someone or with friends 39 12 (31) 9(23) 
65- Watch television. 48 12 (25) 9(19) 
66- Listen to the radio. 39 18 (46) 15(39) 
67- Listen to music or records. 36 18 (50) 15(42) 
68- Read a serious book. 33 6 (18) 15(45) 
69- Read a light or romantic novel or thriller. 30 12 (40) 15(50) 
70- Read a newspaper, journal or magazine. 48 15 (31) 18(38) 
71- Paint, draw, or sculpt. 21 12 (57) 9(43) 
72- Play a musical instrument. 18 3 (17) 3(17) 
73- Write something. 30 9 (30) 9(30) 
360 
74- Visit a museum or gallery. 
75- Go out of doors, to garden, 
park, or the country. 
76- Find peace and quiet. 
77- See a friend or friends. 
78- Ring someone up. 
79- Have a meal with people. 
80- Invite people over. 
81- Go out with people or to a party. 
82- Find out where I stand with 
someone or with people. 
83- Find out how I compare to other people. 
84- Get moral support, sympathy or reassurance. 
85- Talk to someone about how I'm feeling. 
86- Talk to someone about something else. 
87- Talk to someone about their problems. 
88- See my doctor. 
89- See my psychiatrist. 
90- See my psychologist. 
91- See some other professional helper. 
92- Take comfort in my religion. 
93- Go to mosque. 
94- Pray. 
95- Try to get my situation into perspective. 
96- Read about depression and how to cure it. 
97- Crawl away on my own. 
98- Avoid things I know are likely to make 
me feel worse. 
99- Find out how other people cope. 
100- Try to act as if I weren't feeling depressed. 
21 3 (14) ((---) 
27 15 (56) 15(56) 
45 27 (60) 26(59) 
51* 24(47) 30(59) 
60* 21(35) 24(40) 
39 0 (---) 3(08) 
33 12(36) 15(46) 
33 12 (36) 12(36) 
21 9 (43) 6(29) 
27 6(22) 3(11) 
33 6(18) 6(18) 
42 15 (36) 18(43) 
24 6(25) 6(25) 
36 6(17) 9(25) 
27 6 (22) 6(22) 
18 6(33) 3(17) 
18 6(33) 3(17) 
18 3(17) 0(---) 
60* 36(60) 36(60) 
33 12(36) 15(46) 
75* 48(64) 60(80) 
24 3 (13) 3(13) 
21 6(29) 3(14) 
33 6(18) 18(55) 
27 12 (44) 15(56) 
18 6(33) 3(17) 
39 9(23) 12(31) 
* Endorsed by more than 50% of the subjects. 
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